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The shortest route in oral androgen therapy — 
by-passing the liver 


















With Metandren Linguets the transmucosal absorption of methyltestos- 


terone permits direct passage into the bloodstream—by-passing the in- Pp 
activating action of the liver and destruction by the gastric contents. & 


The response to Metandren Linguets approximates that of injected m 
androgen. Ci 
Metandren Linguets for buccal or sublingual administration provide : 
methyltestosterone about twice as potent per milligram as unesterified b 
testosterone.! to 
Metandren Linguets also provide —economy for the patient * convenience 
for doctor and patient + freedom from fear of injection + easily adjusted, 5 

T. 


uniform dosages. 


Metandren Linguets are supplied in tablets of 5 mg. (white, scored) and 
10 mg. (yellow, scored) ; bottles of 30, 100 and 500. 


® ® 
MEIZTAN DREN LINGUETS 


i. ESCAMILLA, R.F., AN SOF N, G.S.: J. CLIN. ENC RINOL, 10:248 (FEB.) 1950. 


METANDREN™ (METHYLTESTOSTERONE U P. CIBA 


CLINGUETS © (TABLE FOR MU AL ABSORPTION CIBA) ie | B A 
N. d- 


SUMMIT, 








You can prevent attacks in angina pectoris 


Prolonged protection 


While Peritrate has been found effective in 
reducing the number of attacks in almost 80 
per cent of patients,” comparison with nitro- 
glycerin disclosed that Peritrate exerted “...a 
marked modifying influence on the electro- 
cardiographic response to standard exercise . . . 
comparable to [results] obtained with glyceryl 
trinitrate.”’ Unlike glyceryl trinitrate, this “im- 
proved response could be elicited as long as four 
to five hours after administration of the drug.” 


Simple regimen 
§ 


Together with significant improvement in the 


EKG,' Peritrate prophylaxis will reduce the 
nitroglycerin need in most angina pectoris pa- 
tients.*? A continuing schedule of only 1 or 2 
tablets 4 times daily will usually 
1. reduce the number of attacks in almost 

80 per cent of patients* 

reduce the severity of attacks which 

cannot be prevented. 
Available in 10 mg. tablets in bottles of 100, 
500 and 5000. 


. Russek, H. I.; Urbach, K. F.; Doerner, A. A., and Zohman, 
B. L.: J.A.M.A. 153:207 (Sept. 19) 1953. 

. Humphreys, P., ef a/.: Angiology 3:1 ( Feb.) 1952. 

3. Plotz, M.: New York State J. Med. 52:2012 (Aug. 15) 
1952. 


Peritrates 


TETRANITRATE 


(BRAND OF PENTAERYTHRITOL TETRANITRATE) 


WA RNER-CHILCOTT 
oLiloratories 


NEW YORK 











hydrochloride 
(tolazoline hydrochloride CIBA) 


Orally and parenterally 
effective, intra-arterially 
as well as intramuscularly 


a potent and intravenously. 


. . Of proved value in peripheral 

peripheral vasodilator ischemia and its sequelae: 
pain, loss of function, 
ulceration, gangrene, and other 
trophic manifestations. 


Comprehensive information on 
intra-arterial as well as 

other therapy with Priscoline 

is available upon request 

to the Medical Service Division, 
CIBA Pharmaceutical Products, Inc. 
Summit, New Jersey. 


Priscoline hydrochloride 
is available as tablets containing 25 mg., 
as elixir containing 25 mg. per 4 ml., 
and in 10-ml. multiple-dose 
2/2014m & I B A vials containing 25 mg. per ml. 
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when dermatoses 
cause social confinement 
ALM Ay~ tar bath 
speeds relief 





Immediate remission... 
for the pruritus that accompanies most 
dermatological disturbances. 


Promotes healing... 
through stimulating action. 


therapeutically effective in 


atopic dermatitis, eczematous dermatoses, pruritus, 
psoriasis, seborrheic dermatitis. 


esthetically acceptable 
will not discolor skin, hair or bathtub. 


ALMAN 
TAR BATH 


contains Juniper Tar (Oil of Cade) ina 
water-miscible base. Body should be submerged for 
about 10 minutes in a tub of water containing two to 
four tablespoonfuls of Almay Tar Bath. Room and 
water should be at body temperature... 


Supplied ...8 fl. 0. qt., gal. 


JUNIPER TAR OINTMENT ...49% Oil of Cade in bland base...1 oz. tube, 4 oz. & 1 |b. jar 
ALMAY TAR SHAMPOO ...4% Oil of Cade in mild shampoo... bottles 8 fl. oz., qt. 


also AtMrAsw crude coal tar products,.. 


COAL TAR SOLUTION, N.F. ... bottles 4 fl. oz., 8 fl. oz., gal. 
L.C.D, OINTMENT . .. 5.839% Crude Coal Tar in non-staining base... tubes, 1 oz., jars 1 Ib., 5 Ib. 


for full descriptive literature and tar bath samples write 


ALNI we A Division of Schieffelin & Co., 28 Cooper Square, New York 3, N. Y. 


ALMAY hypoallergenic beauty aids for the woman who is allergic or has sensitive skin. Skin Care 
essentials, make-up aids... hair care... hand and nail care... Write for full literature. 
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the Ideal Antacid for the Treatment 


Fast Action 


Trevidal tablets provide fast relief 
for they disintegrate completely in 
less than a minute. 





TREVIDAL 


of Hyperacidity, Gastritis, and Peptic Ulcer 









Protective Coating 


Regonol, a unique vegetable gum, 
assures a mucilaginous protective 
coating to irritated stomach 
surfaces. 














Prolonged Effect 











Egraine, a special binder from oat 





| 
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flour, plus a balanced formula of 
antacids assures prolonged antacid 
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for easier carrying. 
*Trade Mark {Cyamopsis tetragonoloba gum 


Organon INC. > ORANGE, N, J. 


activity. 5 

60 
BALANCED FORMULA 

aluminum hydroxide gel, dried . . . . . 90mg. 

calcium carbonate. . . . ... =. . 105mg. 

magnesium trisilicate. . . . . . . . 150mg. 

magnesium carbonate. . . . .. =. =. GOmg. 

0 SS ll 

DT « « 9.3 + 2 ae eo 2 eee 

In each tablet, this balance of slow- and fast-acting antacids 

qd) designed to avoid constipation, diarrhea, and alkalosis. 
Prescribe Trevidal in boxes of 100 tablets, specially stripped 








Looking forward 


Papers and authors you will meet 





in the September issue... 
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Medicine has been too much con- 
cerned with fragmentation, and too 
little interested in correlation and 
unification, according to Edward J. 
Stieglitz of Washington, D. C. With 
Anticipation a Therapeutic Objective 
in geriatrics, the physician not only 
endeavors to make the sick patient 
weil, and the well patient healthier 
still, but by anticipation of future 
developments and pitfalls, charts a 
course so that health is assured in 
years to come. Anticipatory medicine 
will result in enhanced longevity, 
with greater depth and breadth as 
well as length of life. 


Surgery is our best answer at pres- 
ent to cases of Malignant Disease in 
the Chest, according to Harold Guy- 
on Trimble and William B. Leftwich 
of Oakland, California. However, 
when surgery is impossible or has 
failed, certain palliative measures are 
available, including x-ray therapy, 
chemotherapy, hormone therapy, 
and nutrition therapy. Much can be 
offered the inoperable patient in the 
way of treatment, which, though not 
curative, will relieve his discomfort 
and in some types of malignant dis- 
ease, will prolong his life. 


In a study of Treatment of Elderly 
Hypertensive Patients with Hydral- 
azine (Apresoline) Hydrochloride, 
Raymond Harris and John J. Phelan, 
Albany, New York, found that best 


results and fewest complications oc- 
curred in patients below 71. Of 26 
patients with an average age of 67.3 
years, 9 who were under 71 showed 
clinical improvement, with electro- 
cardiographic improvement in 6 of 
the 9. Eleven showed cardiac, cere- 
bral, or renal deterioration, and 6 
remained unchanged. Chief indica- 
tions for treatment of hypertension 
in elderly patients is an elevated 
diastolic blood pressure with dis- 
abling symptoms which constitute a 
threat to health. 


Five per cent of all deaths in men 
past 50 is due to Prostatic Carcino- 
ma, write Paul R. Leberman and 
Morton Bogash of the section of ur- 
ology, Department of Surgery, Uni- 
versity of California Hospital. Early 
diagnosis is essential to cure, but 
symptoms appear late in the disease 
process and at the time of first ex- 
amination, 85 to 95 per cent of pa- 
tients are not amenable to surgery 
Treatment is determined by the ex 
tent of the disease, and carcinoma 
confined solely to the gland is best 
treated by radical prostatectomy. 
Endocrine control of the cancer and 
maintenance of good urinary drain- 
age are essentials of palliative therapy. 


e 
For these and other articles, reviews, 


abstracts, and special features, read 
every issue of Geriatrics. 
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TRULY THERAPEUTIC 
LIPOTROPIC DOSAGE 


CRG TIIOID 5 casi eccsseccessccsssscenssose 240 mg. 
(equivalent to choline dihydrogen 
citrate 500 mg.) 


BIND ion sche Goueiscosicesncocssextestobassavabunte 200 mg. 


To assure your patients more effec- 
tive lipotropic therapy with much 
greater freedom from gastric disturb- 
ance, the Gericaps formula provides 
synergistic proportions of choline and 
inositol to afford lipotropic activity 
approximating one gram of choline 
dihydrogen citrate. 


IN EACH CAPSULE 


PLUS 


Ascorbic acid 





12.5 mg. 
Rutin .. 20 mg. 





To prevent and correct the capillary 
fault frequently encountered. 








MUNIIOD BA. cavepessecesscvescsxsvinbconseisreee 1000 units 
Thiamine hydrochloride ...........cssese00 1 mg. 
Riboflavin .... 1 mg. 
Niacinamide .............000 4 mg. 
Pyridoxine hydrochloride ............. 0.25 mg. 
Calcium pantothenate ...........cseeeeeee 1 mg. 


To compensate for shortages in fat- 
restricted diets. 


Indicated particularly in cirrhosis, atherosclerosis, coronary 
artery disease, diabetes. Usual dosage 2 capsules t.i.d. 






Supplied in bottles of 100. 
Complete clinical data on request 


SHERMAN LABORaAToRIES 


protest eases PHARMACEUTICAS® 
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“Mercaptomerin sodium 
| Thiomerin sodium | is 
an effective mercurial 
diuretic which produces 
much less local irritation 
on injection than other 
organomercurial 
compounds used for this 


purpose. ws 


EDEMA CONTROL BY 


Philadelphia 2, Pa. 





SUBCUTANEOUS INJECTION 





Low in toxicity, effective in diuresis, depend- 
able in response, THIOMERIN is an agent of 
choice?” for combating edema. THIOMERIN’s 
thionated formulation affords diuresis with 
minimal toxicity—both local and systemic. 
These outstanding advantages, plus ease of 
administration, frequently permit supervised 
self-injection* in ambulatory patients. THto- 
MERIN offers these patients convenient edema- 
free maintenance and gentle, sustained effect.* 
Cardiac edema, nephrotic edema, hepatic 
edema. 

1. New and Nonofficial Remedies. J. B. Lippincott Co., 
Philadelphia, 1954, p. 349. 2. Herrmann, G.R., and others: 
Texas State J. Med. 46:75 (Feb.) 1950. 3. Grossman, J., 


and others: Circulation 1:508 (April). 1959. 4. Krehbiel, 
S., and Stewart, H.J.: J.A.M.A. 146:250 (May 19) 1951. 


*A review copy of a fully illustrated booklet for 
patients, with step-by-step directions on subcu- 
taneous injection, will be sent to physicians on 
request. 


THIOMERIN’ 
SODIUM 


MERCAPTOME RIT N SODIUM 


Mercurial Diuretic for Subcutaneous, Intramuscular or Intravenous Injection 
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_.. Often effective where oral aminophylline has failed 


... Often tolerated where oral aminophylline 1 not 


r Ic ry? 
\ 
(choline theophyllinate, NEPERA) \ 


the oral xanthine medication 


A symposium* on CHOLEDYL was published recently 
(May, 1954) in the International Record of Medicine and 
General Practice Clinics. Here are three of the principal 
advantages of CHOLEDYL over oral aminophylline, 

as noted in this study — 


6 


... the ingestion of choline theophyllinate 
[choledyl] induced markedly significant increases in 
the theophylline blood levels when compared to those 
obtained after aminophylline. The increase was 60 to 


75 per cent higher for the first two hours... .””" 


ae 


(The therapeutic effect of aminophylline is due solely to its theophylline content.) 


“ec 


H 
... gastrointestinal irritation with choline theophy]l- 
linate [choledyl] was a rare occurrence.’” j 


“Of great interest was the absence of the develop- i 
= 

ment of tolerance or resistance to the effects of the i 

drug even after choline theophyllinate [choledyl ] had ~~~ 


been administered to patients for as long as 75 


weeks.’”8 


CHOLEDYL for diuresis, coronary vasodilation, relief of 
bronchospasm, and of premenstrual tension 


*Reprints available on request 





100 mg. tablets, bottles of 100 
and 500; 





1. Gagliani, J., et al.: Internat. Rec. 


200 mg. tablets, bottles of 100, 500 and Med. & Gen, Pract. Clin. 267:251, 1954. 
1000. 2. Grossman, A. J., et al.: Internat. Rec. 





Med. & Gen. Pract. Clin. 767:263, 1954. 
matt, 7 200 A : 
Adults—initiate with 200 mg. 3. Batterman, R. C., etal.: Internat. Rec. 


q.1.d.—preferably after meals and at Med. & Gen. Pract. Clin. 767:261, 1954. 
bedtime. Adjust to individual require- 
ments. Children over six—J00 mg. t.1.d. 


NEPERA CHEMICAL CO., INC., Pharmaceutical Manufacturers +» Nepera Park, Yonkers 2, N.Y. 
















Easy as a.b.c... 


rm FLEET ENEMA 


Disposable Unit 








Polyethylene “squeeze bottle” permits easy one-hand 
administration... rectal tube kept sanitary by sealed cellophane 
envelope...distinctive rubber diaphragm prevents leakage while 
controlling flow. Because of these.unique features, FLEET ENEMA 
Disposable Unit is preferred for hospital, clinic and office use. 


Each single use unit of 414 fl. ozs., 

contains in each 100 ce., 16 Gm. 

\ sodium biphosphate and 6 Gm. 
: sodium phosphate, ...an enema 
solution of Phospho-Soda (Fleet) , 
gentle, prompt, thorough—and as 
effective as the average enema 

of one or two pints. 


C. B. FLEET CoO., INC. 
Lynchburg - Virginia 


‘Phospho-Soda’ and ‘Fleet’ 
are registered trademarks of 
C. B. Fleet Co., Inc. 











™ Unscrew Cap from 
la. “< 6 
Stic Squeeze bottle.» 
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Attach rectal tube 
“Oricate tin, 





DECUBITUS 





PREVENTION OF SKIN EXCORIATIONS 


DUE TO URINARY INCONTINENCE 


ULCERS 





SUPRAPUBIC 
SINUS 





SENILITY 








NEPHROSTOMY 
SINUS 


URETEROSTOMY 


SINUS 


without fear of boric acids cumulative 
toxicity by transcutaneous absorption 


Boric acid’s toxicity, by cumulative transcu- 
taneous absorption frequently resulting in death, 
has brought decided disfavor to this once re- 
spected chemical.!:*:*-45.6 


Boric acid solutions greater than 2%, formed 
with commercial borated dusting powders in the 
presence of moisture, may be detrimental to 
natural phagocytic protection.’ 

An alarming series of unfavorable reports 
on boric acid has led the U. S. Armed Forces to 
suggest that use of boric acid is unreasonable, 
when an effective, non-toxic alternate is avail- 
able.*® 


BORIC ACID POISONINGS 
Ross, C. A.: A 








2. Watson, E. H.: J 

3. Abramson, H.: I ics 4:719, 1949 

4. McNally, W. D.: Medical Record 160:284, 1947 

5. Pfeiffer, C. C.: J.A.M.A. 128:266, 1945 

6. Brooke, C.: Am. J. Dis. Child. 82:465, 1951 

7. Novak, M.: J. A. Ph. A. Sc. Ed. XL:428, 1951 

U. S. ARMED FORCES FIND 

8. Camarata, S. J.: U. S. Armed Forces Med J. 2:3, 1951 
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® DEPT. G, PHARMACEUTICAL DIVISION, HOMEMAKERS’ PRODUCTS CORP., 380 SECOND AVENUE, NEW YORK 


Diaparene Chloride is a safe deodorant-anti- 
septic that remains antiseptic even in the pres- 
ence of proteinaceous matter. Tabletized to make 
solutions for wet or dry dressings, or impregna- 
tion of breech cloths, draw sheets, bed linens. 
Also available as an ointment and dusting pow- 
der. May be used liberally on bed sores and 
urinary excoriations, without fear of boric acid’s 
cumulative toxicity.19!1/12.15.14,15,16 


Write Today for professional instruction sheets 
on “HOW TO NURSE THE BEDRIDDEN 
AND AMBULATORY INCONTINENT.” Kind- 


ly state quantity of sheets desired. 


9. Kunkel, A. M.: U. S. 
Report No. 2, 1950 


SAFETY, EFFECTIVENESS OF DIAPARENE CHLORIDE 
10. Benson, R. A.: J. Ped. 31:4, 1947 

11. Ibid.: J. Ped. 34:1, 1919 

12. Nagamatsu, G.: Geriatrics 4:5, 
13. Niedelman, M. Lo: J. 
14. Latlief, M. A.: J 
15. Silverstein, M. E.: 
16. Fanchon, J.: J. 


Army Chemical Center, Med. Div. Special 


1949 
Ped. 37:762, 

Ped. 39:730, 1951 
Nursing 52:68, 1952 
1948 


1950 


Am. J. 


Am. Pharm. Assn. 37:272, 


BENZTETHONIUM CHLORIDE) 










10, N. Y. 





















PROTECTION AGAINST 


POISON OAK 






POISON SUMAC 






“RERODEX.’ 


a new and more effective barrier cream 


100 PER CENT PROTECTION AGAINST POISON IVY 
REPORTED IN A RECENT FIELD TEST* EMPLOYING “KERODEX” 


“Kerodex” was tested by a major railway company on 22 individual teams 
of section men totalling 92 men during four months from May to September 
when danger is at its peak. Over 70 per cent of these men had previously suffered 
from poison ivy or from other poisonous plants, and for the majority, this was 
an annual occurrence causing complete or partial disability. With “Kerodex,” 
not a single case of dermatitis occurred during the entire test period. 


“Kerodex” also offers highly effective protection against the 
many irritants encountered in the home, in the hospital, 
and in the physician’s office. It may be applied with 





equal safety to the face, hands, or any other area of the 
skin. It is easy to use and economical. 


ed) 


There are two types available: 





“Kerodex” No. 71 (water-repellent) protects against 
so-called wet work (soaps and detergents, antiseptics, etc.). 


“Kerodex” No. 51 (water-miscible) protects against so-called 
dry work (solvents, paints, waxes, poison ivy, oak, sumac, etc.). 





*A brochure giving details of the test and complete information 
on “Kerodex”’ is available upon request. 


Supplied in 4 oz. tubes and 1 Ib. containers. 


AYERST LABORATORIES ¢ NEW YORK, N. Y. © MONTREAL, CANADA 








When a patient just can’t see 
giving up coffee... 
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Medical drawing reproduced from 
“Gray’s Anatomy’’ by permission 
of Lea & Febiger, publishers. 


Tell him about grand-tasting Sanka Coffee. It’s 97% 
caffein-free . . . can’t cause sleeplessness or get on the nerves. 


SANKA 


The perfect coffee for the 
patient affected by caffein. 


Product of General Foods 
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acts 
directly 


on 


clotting 


arrests : 
mechanism 


bleeding 


in minutes 


KOAGAMIN 


SYSTEMIC AID TO FASTER CLOTTING 


KOAGAMIN acts rapidly —in minutes, not hours— because it acts directly on the blood-clotting 


mechanism, unlike vitamin K (indicated only in relatively infrequent prothrombin deficiencies). 


In daily practice—KOAGAMIN is an invaluable aid in arresting capillary 

or venous bleeding of surgical, traumatic or internal origin. Used preoperatively, 
it assures a clearer field and less postoperative oozing. Especially useful in: 
postpartum hemorrhage - uterine bleeding + prostatectomy + tonsillectomy 


epistaxis + oral and nasal surgery + gastric ulcer. 


Safe—no untoward side effect—including thrombosis—has ever been reported with KOAGAMIN. 

KOAGAMIN, an aqueous solution of oxalic and malonic acids for parenteral use, is supplied in 10-cc. diaphragm-stoppered vials. 
For a full-sized vial of KOAGAMIN and informative literature on its many uses, 

write to CHATHAM PHARMACEUTICALS, INC., Dept. G, 901 Broad Street, Newark 2, N. J. 


CHATHAM PHARMACEUTICALS, INC. J if ) 
NEWARK 2, NEW JERSEY, U.S.A. 












FLAVO R A the diets of your elderly patients" 


grow more and more restricted 
as to fiber contents and seasonings, 
Beech-Nut Strained Foods are a real 
help in keeping meals interesting. 
The finest raw fruits, vegetables 
and meats are scientifically processed 
so that tempting flavor and natural 
a food values are retained in high 
anil degree. 
There is a wide and interesting 


variety of Beech-Nut Foods for you 
to recommend. 
Bee ch-N UT 


STRAINED FOODS 


have been accepted by the Council on 
Foods and Nutrition of the American 
Medical Association, not only for feeding 
of the young, but also for special diets 
including the aged. 


COUNCIL OW 


A wide and appealing variety Senet 


of Meat and Vegetable Soups, 


fe bles, Fruits and Desserts e 
is Ne aR Add zest to soft food diets 














Wow ua deubl 
| abeal watdattouals — 


We believe you'll agree that 





most of them are rather good. 

| | Still, we hope you'll try 
Gantrisin 'Roche'...because 

i | this single sulfonamide is 
soluble in both acid and alka- 
line urine...because it has a 
wide antibacterial spectrum 
eeean impressive clinical back- 


ground...and, above all, because 





it's so well tolerated by most 


patients. 


Gantrisin -- brand of sulfisoxazole 
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There is a new form of synthetic 
narcotic analgesic... less likely 
to produce constipation than 
morphine... indicated for relief 
of severe or intractable pain -- 


LEVO-DROMORAN TARTRATE *ROCHE'. 












































When they complain of chronic fatigue, it may be an early 
symptom of nutritional inadequacy. 

For such patients MEJALIN and only MEJALIN provides 
complete B complex protection. Only Mejalin supplies all 
11 of the identified B complex vitamins plus liver and iron. 

Mejalin may be of decided help in treating the hard- 
driving executive who complains of fatigue or ‘‘forgets to 








eat'’...the finicky youngster with a poor appetite, the One teaspoonful of Mejalin Liquid 
: , jalin Capsul lies: 
elderly patient who lives on tea and toast. . . the pregnant Bh a ae oe sy 
2 4 NiAMINE. .oercseeescceecseces mg. 
woman who does not eat enough of the right kinds of a | San rire 1 mg. 
f d | f h | 1j II PI CV usicicsangevenie 10 mg. 
oods. In fact, anyone who eats poorly or sporadically, Bitaerias Gcdsechtsathe 02 mg 
complains of fatigue, or who requires extra vitamin pro- ae ait pees S R. = 
tection, can benefit from Mejalin. [oe ee re 20 meg 
: R . Vitamin By2 (crystalline)... .....0.33 meg. 
Available in two pleasant dosage forms, liquid and Folic acid. .........seeeeeeeees O.2 MB. 
eas : ¢ cen niN angie aaa neues 0.02 . 
capsule, Mejalin assures patient acceptance. uke in as ae 
Liver fraction.......... .... 300 mg. 
Iron (from ferrous sulfate)...... 7.5 mg. 


Mejalin Liquid: Bottles of 12 ounces 
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the complete vitamin B complex supplement 
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Tae nationwide average retail price of 51% It is evident that enriched bread furnishes 
ounces of enriched bread (the estimated aver- substantially more than its share of most nu- 
age daily consumption) is approximately 5.8 trients. Thus it compensates for deficiencies 
cents.! This small fraction of America’s food of these nutrients in other foods of the 
dollar has been responsible for notable gains everyday diet. Since virtually all enriched 
in mass nutrition and health.? The National bread is made with nonfat milk solids, its 
Research Council and the American Medical protein—containing an average of 10.5 per 
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Association’s Council on Foods and Nutri- cent milk protein and 89.5 per cent wheat 
tion have recently reaffirmed their endorse- and yeast proteins'—functions for growth 
ment of the enrichment of bread in the light as well as tissue maintenance. 

of “good evidence that enriched bread has Enriched bread might well be considered 


been beneficial to the public.’ a basic food in maintaining the high nutri- 


Column I of the appended table shows the tional status of the American people, yet it 





amounts of nutrients and nutrient energy can be purchased for so small a percentage 

provided by 51% ounces of enriched bread. of the American food dollar. A 
Column II gives the percentages of the rec- 

ommended daily dietary allowance‘ avail- 1. Bureau of Labor Statistics, United States De- Unt 


partment of Labor, Jan., 1954. pair 


2. Sebrell, W.H.: Trends and Needs in Nutrition, chic 
J.A.M.A. 152:42 (May 2) 1953. 


able from this amount of enriched bread. 
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Niacin 3.4 mg. 24% é ; mY or 
A ; 5. Sherman, H.C.: Chemistry of Food and Nutrition, 

Riboflavin 0.23 mg. 14% 2 ‘ 5 i m 
ed. 8, New York, The Macmillan Co., 1952, pp. 
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_ Abnormal Motility as the Cause of Ulcer Pain 


De- Until recently the general opinion was held that ulcer 
pain was primarily caused by the presence of hydro- 
ion, chloric acid on the surface of the ulcer. 


Present investigations’? on the relationship of 
acidity and muscular activity to ulcer pain have led 
to the following concept of its etiologic factor: 

“,..abnormal motility? is the fundamental 
ded mechanism through which ulcer pain is pro- 
“105 duced. For the production and perception of 

ulcer pain there must be, one, a stimulus, HC1 
hat or others less well understood; two, an intact 
pp. motor nerve supply to the stomach and duo- 
denum; three, altered gastro-duodenal motility ; 
and four, an intact sensory pathway to the 
cerebral cortex.” 
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tion. Clinical Application of Pro-Banthine® 


Pro-Banthine has been demonstrated consistently to 
teduce hypermotility of the stomach and intestinal 


tract and in most instances also to reduce gastric 
acidity. Dramatic remissions! in peptic ulcer have 
followed Pro-Banthine therapy. These remissions (or 
possible cures) were established not only on the basis 
of the disappearance of pain and increased subjec- 
tive well-being but also on roentgenologic evidence. 
Pro-Banthine (Beta-diisopropylaminoethy] xan- 
thene-9-carboxylate methobromide, brand of pro- 
pantheline bromide) has other fields of usefulness, 
particularly in those in which vagotonia or parasym- 
pathotonia is present. These conditions include hyper- 
motility of the large and small bowel, hyperemesis 
gravidarum, certain forms of pylorospasm, pan- 
creatitis and ureteral and bladder spasm. 
1. Schwartz, I. R.; Lehman, E.; Ostrove, R., and Seibel, 
J. M.: A Clinical Evaluation of a New Anticholinergic Drug, 
Pro-Banthine, to be published. 


2. Ruffin, J. M.; Baylin, G. J.; Legerton, C. W., Jr., and 
Texter, E. C., Jr.: Mechanism of Pain in Peptic Ulcer, Gas- 
troenterology 23:252 (Feb.) 1953. 
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therapeutic advance 


At last, the many advantages of intramuscular 
administration of a broad-spectrum antibiotic have been 
fully realized. ACHROMYCIN, since its recent introduction, 
has been notably effective in oral and intravenous 
dosage forms. Now, after clinical testing, it is definitely 
proved highly acceptable for intramuscular use. 


IMMEDIATE absorption and diffusion 
PROMPT CONTROL of infection 
CONVENIENT for the physician 

NO UNDUE DISCOMFORT for the patient. 


This new intramuscular form widely increases the 
usefulness of ACHROMYCIN, the broad-spectrum 
antibiotic of choice. 


ACHROMYCIN Intramuscular is available in 
vials of 100 mg. 


LEDERLE LABORATORIES DIVISION 
AMERICAN Gyanamid company Pearl River, New York 


* 
REG. U. S, PAT. OFF. 



































addition to the menu 


when diet is restricted... 


takeside LIPOLIQUID - LIPOCAPS” 


when special diets are necessary, or food 
intake is limited for prolonged periods in: 


diabetes + alcoholism - geriatrics 
obesity + cirrhosis 


LIPOTROPICS are needed to prevent liver 
damage by facilitating normal fat metabolism. 
LAKESIDE LIPOCAPS and LIPOLIQUID 
provide optimal amounts of the important 
lipotropic factors to protect liver function by 
aiding normal fat mobilization and transport. 


he 


LIPOLIQUID () LIPOCAPS =| Sse 


Each tablespoonful (15 cc.) contains: Each orange capsule contains: 
Choline* (equivalent to 9.15 Gm. Choline bitartrate . . . 450mg. 
of choline dihydrogen citrate) 3.75 Gm. di-Methionine . . . . . 150mg. 
Vitamin By. U.S.P. . . 4.20 mcg. inositol. 5... 100 me. 
inosiol «ss Ss TBO me. Bottles of 100. 


*As tricholine citrate, 


: Dosage: 1 capsule three 
Pint bottles. 


times daily. 
Dosage: 1 to 2 tablespoonfuls 

daily for adults. 

LIPOLIQUID is sugar- and 

alcohol-free. 
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Carcinoma of the Lung— 


A PROBLEM IN DIAGNOSIS 


Frederick Fitxherbert Boyce, M.D. 


BOUT SIX WEEKS ago I| operated on a patient with carcinoma of the 
lung whose case history is atypical in so many respects that it can 
well serve as the basis for this paper. What made it atypical was 

the number of favorable circumstances connected with it. 


The patient, a 53-year-old man, had an attack of influenza at Christmas, 1952. The 
acute infection responded to antibiotic therapy, but he did not fully recover his strength 
and: continued to feel weak and feverish and to be easily fatigued. He also developed 
a cough, productive of clear sputum. On May 10, 1953, the sputum was blood-streaked 
on 3 occasions. Except for the fact that he had been a heavy cigarette smoker all his 
adult life, his history was without incident. 

His local physician at once referred him to an internist in New Orleans, whom he 
consulted May 19. Fluoroscopy in the office showed increased density at the base of the 
right lower lobe, interpreted as atelectasis from obstruction of the anterior basal seg 
mental bronchus. Roentgenograms in the hospital, to which he was immediately referred, 
showed atelectatic opacity of the anterior basal segment. 

The following day, May 20, I was asked to see the patient in consultation and con- 
curred with the internist’s suspicion that the man had carcinoma of the lung. A broncho- 
gram confirmed the impression of obstruction of the anterior basal segmental bronchus. 
Cytologic sputum examination was negative. Bronchoscopy did not seem to be indicated 
and preparation for operation was started. Because of the patient’s good general con- 
dition, only routine measures were required. 

Operation was performed on May 23, having been delayed for twenty-four hours to 
enable the patient’s family to reach the city. There was no gross evidence of lymph-node 
extension or metastases, and a radical right pneumonectomy, with excision of the hilar 
lymph nodes, was easily performed. A transfusion of 1,000 cc. of whole blood was given 
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of clinical surgery, Tulane University of Louisiana School of Medicine, and senior 
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during the operation. Recovery was uncomplicated and the patient was discharged 
June 3, with permission to resume his usual activities three weeks later. 

The specimen was reported as epidermoid carcinoma of the bronchus, grade III, 
with segmental atelectasis. Of the lymph nodes removed, only one, immediately adjacent 
to the affected bronchus, showed extension of the growth. 


It is regrettable that in the following respects, this case report is entirely 
atypical of carcinoma of the lung as it is usually encountered: 


1. Most patients are seen late, too late for any expectation of cure. This case falls 
into the group of early cases. A history of only five months’ delay on the part of the 
patient and the physician whom he first consults is, as carcinoma of the lung goes, 
highly favorable. 

2. A great many patients with this disease are treated symptomatically. Their 
symptoms are sometimes relieved, but valuable time is lost. This patient was treated 
with an antibiotic for an acute respiratory infection, but had little other treatment. 
Whether temporizing measures would have been continued if hemoptysis had not 
supervened, it is not possible to say. The fact is that, when his sputum became blood- 
streaked, he was referred to an internist without further delay. 

3. The internist, who has been highly suspicious of carcinoma of the lung for 
many years, continued to make the case history atypical. When he found that he was 
dealing with a basal lesion of the lower lobe, he hospitalized the patient, secured a 
confirmatory roentgenogram of the chest, and requested surgical consultation, all within 
the space of twenty-four hours. 

4. Ordinarily, at this point, an extensive diagnostic routine would have been started. 
Instead, a bronchogram was requested, and when it confirmed the impression of 
bronchial obstruction from lung cancer, the matter was regarded as settled. Cytologic 
sputum examination, which had been reported negative, was not repeated. No matter 
what additional studies might have shown, no surgeon with any knowledge of carcinoma 
of the lung could have failed to recommend surgery in the face of the bronchographic 
findings, and no knowledgeable internist would have gone along with him if he had. 

5. When operation was proposed to the patient, he accepted it at once. Unlike many 
patients with carcinoma of the lung, he was in good general condition, and required only 
routine preparation for operation. 

6. Most lung cancer patients whose status permits surgery are likely to have inoper- 
able disease, or, at best, to be candidates for palliative pneumonectomy. This man had 
no gross evidence of metastases or extensions when the chest was opened, and the 
pathologic report later showed extension to only one of the lymph nodes removed. 
Radical pneumonectomy, designed for cure, was therefore carried out and was as 
technically simple as pneumonectomy ever is. 


The credit for the speed with which the diagnosis was made and surgery 
undertaken belongs chiefly to the internist whom the patient had the good 
fortune to consult. Little time had been wasted in treatment of symptoms, 
and once the internist was consulted, action could not have been more 
vigorous. 

Whether this man has metastases in obscure sites which will come to 
light in the ensuing months cannot, of course, be foretold. The grade of 
malignancy, III, is relatively unfavorable. However, he has had his chance, 
and that, shocking as it is to say, is something that most lung cancer patients 
do not have. 


THE PRESENT STATUS OF CARCINOMA OF THE LUNG 


- PRESENT STATUS of carcinoma of the lung is extremely depressing. At 
best, the five-year salvage is not more than 5 per cent, and that figure is 
what the most experienced chest surgeons in the country are accomplishing. 
The general picture, in its most favorable aspects, is about as follows : Two- 
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thirds to three-quarters of all patients are beyond help when they are first 
seen. From a third to a half of those explored have nonresectable growths. 
Well over half of all resections performed are palliative, not curative. 

The situation at Charity Hospital of Louisiana at New Orleans is prob- 
ably representative of the general situation.” * During the six-year period 
ending in 1952, 952 of the patients admitted were considered to have bron- 
chogenic carcinoma and of these, 347, about 40 per cent, were explored. Of 
the 347 explored, 147, a little over 40 per cent, had resectable growths. The 
fact that 109 of the 147 survived operation is darkened by the fact that most 
of these pneumonectomies were not performed with any hope of cure. There 
were 235 deaths among the 952 patients observed. In these fatal cases, only 
38 patients had been submitted to pneumonectomy, which was intended to be 
curative in only 4 instances, and only 24 others had been submitted to explora- 
tion. Thus for almost three-quarters of the patients admitted with lung 
cancer between 1947 and 1952, there was nothing to be done but make 
their ends easier. 

The mortality of pneumonectomy in this hospital, as in other hospitals, 
has greatly improved with the passage of time. The proportion of explora- 
tions and resections has shown no corresponding improvement. This is not 
unique. Goldenberg and Lemon,’ in a study at a teaching metropolitan hos- 
pital, found that in the period 1944 to 1946, 56 per cent of the lung cancer 
patients admitted were classified as having early disease, in the optimistic 
sense that they had had symptoms less than six months. In the 1947 to 1950 
period the percentage of early cases was slightly smaller—54 per cent. A 
statistician would probably regard the decrease as insignificant. A clinician 
cannot so regard it. 


FREQUENCY 


i sccxsinidin of the lung is a disease of increasing frequency. In 1912 
Adler* was able to collect from the world medical literature only 374 cases. 
In 1950, 21,219 deaths from this cause were recorded in the United States 
alone.° 

This alarming increase has made this disease the responsibility of the 
entire medical profession. It is no longer the sole responsibility of the internist 
and the surgeon. Every physician, no matter what his field of practice, must 
learn to suspect it in every patient in the cancer age who consults him. 
Carcinoma of the lung is predominantly 4 disease of middle and later life, 
but the increase in incidence is far more pronounced than is the aging ten- 
dency of the population. 

Presence of malignant disease in another site does not exclude the possi- 
bility of carcinoma of the lung. In fact, statistics have shown that a patient 
with malignant disease primary in one site is more likely to present a second 
primary malignant lesion, either simultaneously or consecutively, than would 
be expected from chance alone.® In the 76 autopsies performed in the 235 
fatalities studied from the New Orleans Charity Hospital, there were 4 
instances of primary carcinoma in other sites. 
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THERAPEUTIC FALLACIES 

e was pointed out that one of the atypical features of our case history is 
that the patient had little treatment from his family physician and none at 
all from his internist. Many of the patients in the 235 fatal cases studied at 
the New Orleans Charity Hospital were not as fortunate. Only 13 of the 84 
who consulted private physicians when they first became ill were immediately 
referred to the hospital. The other 71 were treated on various incorrect diag- 
noses, or on no diagnosis at all, for periods ranging from a few weeks to two 
years. Half a dozen were studied by x-ray but none had bronchoscopy per- 
formed, and the only positive action resulting from the x-ray studies was 
that 2 patients were given deep x-ray therapy for “tumor of the chest.” 

Twenty-eight of the 71 patients treated by private physicians for varying 
periods were subjected to additional delays inside the hospital, usually for 
diagnostic reasons, but sometimes because attempts were made to relieve 
their symptoms. Sixty others, who applied directly to the hospital, expe- 
rienced similar delays for the same reasons. 

The first instinct of the physician is to relieve the symptoms for which 
he has been consulted. However, this tendency must be sternly resisted in 
the male patient over 40 with symptoms referable to the chest. Coughs, 
hoarseness, asthmatic manifestations, and even the common cold must be 
investigated before they are treated. A major cause of the present mortality 
is the successful treatment of respiratory infections, including lung abscess, 
by the antibiotics, chiefly penicillin. 

The symptoms of carcinoma of the lung are frequently those of its com- 
plications, and in the Charity Hospital fatalities a number of the patients 
treated both inside and outside of the hospital responded spectacularly to 
the antibiotics and were allowed to slip away from observation until it was 
too late to help them. 

In a number of these cases cerebral or central nervous system manifes- 
tations were the first sign of illness. I am not referring to those cases when 
[ report that in some instances, again both inside and outside of the hospital, 
psychosomatic medicine was invoked to explain the patients’ symptoms. 

Equally disastrous is the tendency to assume that because pneumonec- 
tomy is not accomplishing very much, it is a dangerous and useless opera- 
tion. It is no longer dangerous, and the reason that it is accomplishing so 
little is that there are so few opportunities to demonstrate its possibilities. 


DIAGNOSTIC CONSIDERATIONS 
The clinical picture 

Carcinoma of the lung is a disease in which, like acute appendicitis, the 
classical picture is absent in a large proportion of cases. In the case reported, 
the history was strongly suggestive, but by no means typical. The man 
was a heavy smoker. His illness began with an upper respiratory infection 
from which he did not completely recover. He had a cough which eventually 
became productive and terminated in a slight hemoptysis. His story did not 
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include chest pain, dyspnea, wheezing, night sweats, hoarseness, or other 
voice changes. He had lost little or no weight. A great many lung cancer 
patients present all these symptoms and signs, and when they do, the diag- 
nosis is simple but the time for curative surgery is usually long past. 

In the 235 fatal cases studied from the New Orleans Charity Hospital, 
8 patients died too promptly for any sort of history to be secured. In the 
other 227, the history was typical in 76 cases, most of which were far 
advanced, and more or less suggestive in 98 others, many of which were 
also far advanced. When the diagnosis was missed in these two groups, as 
it sometimes was, the only explanation is an absolute lack of suspicion. 

In the other 53 cases, almost a quarter of the total number, the story 
differed widely from the so-called classical history. The symptoms were 
sometimes not even related to the chest. This group also included a small 
number in which symptoms were atypical because patients were seen early. 
In most of these, the opportunity for curative resection was lost because 
the possibility of bronchogenic carcinoma was not borne in mind. 

Too little attention is given to three clinical manifestations of carcinoma 
of the lung: 

1. Cigarette cough, particularly the cough which appears for the first time in middle 
life, after years of smoking, as in our case history, or the cough which changes in char- 
acter after it has been present for years. The patient rationalizes the cough and his phys- 
ician is often no more perceptive. 

2. Pneumonia. It was present 27 times in the 235 Charity Hospital fatalities, some- 
times at the onset of the illness and sometimes during its course. One patient had 3 
attacks in a year and another, 5 attacks in eighteen months. The illness was always con- 
trolled, quite properly, with penicillin, but it was not usually followed up. In 2 cases in 
which suspicious densities were noted in posttreatment roentgenograms, the patients 
were instructed to return for serial studies but threw away their own chances. Virus or 
atypical pneumonia undoubtedly exists, but it is a diagnosis which should be made with 
great caution in the cancer years. Many competent internists now believe that unre- 
solved pneumonia does not even exist. 

3. Lung abscess. It was a prominent manifestation, and sometimes the first manifes- 
tation, in 6 of the 235 fatalities from Charity Hospital. Pulmonary suppuration in adult 
life comes from bronchogenic carcinoma more than from any other cause. Yet malignant 
disease was not suspected in any of them until drainage was undertaken or autopsy 
was performed. 


Roentgenology 

The most useful of all diagnostic methods is roentgenologic examina- 
tion, although there is some tendency to depreciate it because it can never 
lead to more than a presumptive diagnosis. In the 211 fatal cases in which 
it was used at Charity Hospital, the radiologist reported that the condition 
was probably or undoubtedly cancer in 150, and he was strongly suspicious in 
another 22 cases. If anything more were needed to indicate how unfavorable 
this group of cases was, it would be this proportion of positive and strongly 
suspicious roentgenologic results. 

In our case history, fluoroscopy, roentgenology, and bronchography 
provided all the data necessary to warrant exploration. At the other 
extreme, roentgenology recently furnished me with all the data necessary to 
justify not exploring a chest. A pleural effusion, demonstrated clinically, 
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was confirmed by roentgenograms. After 4,000 cc. of serosanguineous fluid 
had been aspirated and replaced by air, repeat roentgenograms showed 
metastatic nodules on both visceral and parietal pleura. Cytologic examina- 
tion of the fluid was also positive. Although his condition was clearly hope- 
less, this man had no symptoms referable to the chest. He complained only 
of fatigue and malaise and the only pertinent item in his previous history 
was an attack of influenza several months before. 

Rigler and his associates’ have just demonstrated, unfortunately in 
retrospect, exactly how useful roentgenograms could be in the early diagnosis 
of carcinoma of the lung. They believe that misinterpretation of evidence, 
or failure to interpret it, is responsible for the impression that chest films are 
not useful. In 264 proved cases of carcinoma of the lung, they were able 
to assemble 50 roentgenograms taken months and years earlier, for indus- 
trial and other purposes, when no suspicion of carcinoma existed and when 
75 per cent of the patients were completely asymptomatic. When these films 
were reviewed—keeping in mind that 13 of the 50 patients had been operated 
on for the disease, 34 were already dead of it, and 3 were dying of it—there 
was in every instance a hint of what was to happen, in the form of enlarge- 
ment of the hilar shadows on the affected side, peripheral nodules, lung 
abscess, obstructive emphysema, or accentuation of the vascular trunks. 

Serial roentgenograms, preferably full-size, taken twice yearly in all men 
over 40, might conceivably change the outlook in lung cancer if the plan 
were not completely unrealistic. The possibility of improving results by 
roentgenologic means therefore rests upon (1) a much more careful study 
of mass survey films, with follow-up of every abnormal finding, however 
slight it may be, and (2) routine questioning of all men in the cancer age 
who seek medical attention for any symptoms whatsoever, with the roent- 
genologic follow-up of those with symptoms referable to the chest. 


Bronchoscopy 

Bronchoscopy would probably have confirmed the diagnosis in the case 
history cited, but it was not necessary. It was employed in 132 of the 235 
fatal cases at the New Orleans Charity Hospital, and cancer was diagnosed 
by biopsy or inferred from the findings in 116 of the examinations. 

This is another diagnostic measure of which we are not making the 
fullest possible use. When bronchoscopic biopsy is positive, the diagnosis 
is established. But indirect evidence should be given far more diagnostic 
weight than it is sometimes given at present. Stenosis, hyperemia, deformity, 
fixation, rigidity, infiltration, exudation, compression atelectasis, narrowing 
of the lumen, and widening and distortion of the carina—all may be caused 
by diseases other than carcinoma. But all may also be caused by cancer, and 
the only safe plan is to find out if they are. Negative bronchoscopic findings 
in clinically suspicious cases should be given guarded credence if the roent- 
genograms have shown that the suspected tumor is in an area accessible 
to the bronchoscope. Negative findings should be disregarded when the 
tumor is inaccessible. 
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Cytologic examination 


Cytologic study of sputum, bronchial washings, or pleural fluid offers 
positive evidence of lung cancer if malignant cells can be identified. Negative 
findings, no matter how often repeated, are worth nothing. Furthermore, 
not too much time should be spent in the endeavor to secure a positive report. 
One serious diagnostic error in the series from the New Orleans Charity 
Hospital was the endless repetition of cytologic studies. When other results 
are positive or suspicious, this is an indefensible practice. 


AN OPTIMUM DIAGNOSTIC REGIMEN 


WV HAT, then, should: be our diagnostic routine? Our objective should 
be to complete the diagnostic study on every patient in whom bronchogenic 
carcinoma is suspected within two weeks at the most, and available data 
should be interpreted on the basis of the following considerations : 

Bronchoscopic and cytologic studies are least likely to be positive in the early cases 
in which resection offers the best possibilities of cure. 

Roentgenologic examination is of limited value and is always presumptive, but if it is 
used wisely, and if every abnormal finding, however slight, is traced to its origin, its 
effectiveness will be enormously enhanced. 

If the use of a single diagnostic method establishes the diagnosis, or points strongly 
to it, there is no reason, in the absence of special indications, to employ the full diagnostic 
routine. If numerous tests are necessary, hospital red tape should be slashed to expedite 
them. Endless repetition of tests, whether positive or negative, is never warranted. 

There is no shadow of an excuse for observing a patient with suspected carcinoma 
of the lung, or with undiagnosed disease of the chest, over a period of weeks or months 
to see what is going to happen. If his disease is malignant, he will lose his life. 

Thoracotomy, while it is not ordinarily so regarded, is part of the diagnostic routine 
and it should be resorted to without delay when other diagnostic methods do not promptly 
confirm or positively exclude carcinoma of the lung. 


SUMMARY 


Bronchogenic carcinoma has become a disease of such frequency that 
its detection has necessarily become the responsibility of the whole pro- 
fession. Therapy offers no problems; radical pneumonectomy is curative 
and is attended by a mortality well within reason. The crux of the 
problem is diagnosis. That problem can be solved only by an aggres- 
sive routine in which exploration of the chest is regarded as a diag- 
nostic procedure, to be undertaken without delay when other measures 
fail to establish the diagnosis within a reasonable period of time. 
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Cervical Erosion in the 
Woman Past 40 


Walter J. Reich, m.v., M. William Rubenstein, M.D., 
and A. Mark Doswald, M.D. 


ERVICAL EROSION in the woman past 40 should receive the same diag- 

nostic consideration as it does in the woman of childbearing age. 

Nearly all pathologic entities known to affect the cervix can occur in 
later life. 

Since the woman over 40 is statistically in the age group most prone to 
cancer, we must be doubly alert towards its detection. Cervical erosion, even 
though admittedly commonplace and apt to be present at some time in nearly 
every woman, must be considered pathologic. In the middle and older age 
group it should be considered malignant until examination proves it 1s not. 


DIAGNOSIS 


ix the Cook County Hospital Gynecological Outpatient Department, the 
following policies have been adopted: Any bleeding or spotting irrespective 
of amount, after the complete cessation of regular periods, is considered 
evidence of a malignancy until proved otherwise. We have set 50 years as 
an arbitrary age limit for menstrual life, and examine all women who have 
“normal” catamenia after that time. We imply that when the menopause is 
reached other than by an abrupt cessation of menses, or a gradual rhythmical 
decrease in the blood flow, it is abnormal and requires investigation. 
Through such rigid rules we try to overcome the apathy that exists toward 
pelvic examination. Many cases of gynecologic cancer are neglected because 
the physician fails to make an examination of the pelvis. Emotional and 
rational factors are out of place either on the part of patient or physician. 
The etiology of benign cervical erosion is disputed. In the group over 40, 
inflammation, whether bacterial or chemical, is responsible in most instances. 
Old lacerations from parity, chronic irritation, change of vaginal ph, hormonal 
changes and bacterial flora, may cause erosion. The symptomatology is as 
multiplex as the differential diagnosis. Leukorrhea may be present—usually 
an odorless, symptomless discharge of whitish mucus, the quality differing 
according to the bacteriological infestation. Cervical erosion and its sequences 
may produce any variety of gynecologic patients. These patients frequently 
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complain of urinary frequency, backache, and a sensation of “dragging” in 
the vagina. Blood-stained leukorrhea and contact bleeding may be present. 

Speculum examination will show raw, somewhat granular and pinkish 
or beefy red areas on the cervical lips. When wiped with a cotton sponge, the 
erosion may ooze blood throughout the area, or perhaps in only 1 or 2 small 
spots. Manipulations during specular and bimanual examinations must be 
gentle for these reasons. The exocervix and external os may be covered by a 
mucoid accumulation completely hiding the underlying eroded area. Gross 
examination will not determine whether an erosion is benign or malignant, 
and both the cytology (Papanicolaou) and biopsy technics must be employed 
tor diagnosis. Every eroded cervix should be screened for malignancy by one 
or both of these tests. 

The value of the cytology technic in establishing the diagnosis has been 
accentuated by studies comparing it with biopsy.’ In a series of 500 patients 
admitted to the Cook County Outpatient Gynecological Clinic, biopsy revealed 
carcinoma in 31 cases, while cytologic smears were positive in 38 cases. In 
the biopsy group, there were 4 definite false negatives and in the cytology 
group 2, giving errors of 9.3 and 4.1 per cent, respectively. When both test 
methods were used there was only 1.7 per cent of errors. 

The cytologic test is relatively simple and can be easily performed in the 
office. 

The cervix is exposed by a dry speculum. Using an Ayre wood spatula or a tongue 
blade, the external os is scraped gently and the material spread onto 2 glass slides. 
These smears are fixed immediately in equal parts of ether and 95 per cent alcohol, and 
allowed to remain for at least 30 minutes. After drying they are sent to a laboratory. 
The staining and interpretation are done by an experienced cytologist. A positive smear 
must be confirmed by a biopsy. 


For screening, the cytologic test is thorough and accurate, and often 
reveals the presence of early carcinoma and, in many cases, carcinoma in situ. 
Cytology and biopsy methods should be used in close cooperation. A positive 
diagnosis from an experienced cytologist, even in the face of a negative biopsy, 
must not go unheeded. Repeat smears and biopsies must be performed. 

The biopsy can be done either in the office or in the hospital under anes- 
thesia. Multiple punch biopsies can be performed in the office. The Schiller 
test is helpful in differentiating normal from abnormal tissue and guides the 
biopsy sites. At times, a ring or cone typé of biopsy may be necessary. These 
are best performed in the hospital. 

In the older woman, the anatomy of the cervix can become distorted. Pre- 
vious deliveries and resultant lacerations and scarring can alter the usual loca- 
tion of the squamocolumnar junction. In the atrophic postmenopausal uterus, 
the cervix can shrink and draw the exocervix inwardly, so that the squamo- 
columnar border is well inside the cervical canal rather than at the os. This 
is of great practical importance in looking for squamous carcinoma, for in 
such instances specular examination may be entirely negative. For these 
anatomic reasons a canal curettage is advocated. By it, one can obtain biopsy 
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material of an “elusive to the eye” squamous carcinoma. Adrenocarcinoma 
of the canal may also be reached by curettage of the endocervix. 

In the very senile cervix, which is seen at times in the 40’s as well as in 
the 60’s, a most interesting camouflage can take place. The cervix can be 
completely hidden from view by a shrunken, atretic, often funnel-shaped 
vagina. Remember, there may be pathology behind it. A fine probe and a 
cytology smear may be most helpful. If the patient is under anesthesia, 
exploration for lesions beyond the synechiae should be considered. 


TREATMENT 


aa PREFERRED TREATMENT for a benign erosion is cauterization, either 
electric or chemical. Since the cervix is nearly devoid of sensory nerve fibers, 
this treatment may be carried out in the office without anesthesia. If a patient 
is hypersensitive or nervous, intravenous Pentothal Sodium or paracervical 
local infiltration may be used. The preferred type of cauterization is that of 
electrocauterization with a hot cautery tip produced by AC current. 

The best time for electrocauterization is the midcycle. Both endocervical 
and exocervical regions are cauterized. The ectropion-like erosion is simply 
the cornified low layer and is due to outgrowth of glandular basal cells onto 
the portio. Thus all erosions must have canal cautery. 


Cauterization method 


The patient is assured that there will be no pain, that she may feel some warmth or 
heat, but that she should not move on the table. Thus prepared, she will not make a 
sudden jerk, possibly causing a vaginal wall contact. We employ the cold cautery 
method to prevent just such accidents. The cautery tip, if previously heated, is first 
dipped into ordinary cold water, and inserted cold. Contact to heat is made only after 
the tip is in place in canal, exocervix, or other site. Wall burns can also be avoided 
by slipping a thin rubber ring, such as the finger of a rubber glove, over the speculum. 
When the speculum is opened, the rubber will be between cautery instrument and vaginal 
wall. A small light bulb attached to the speculum by means of a rheostat gives an excel- 
lent light, but is not really necessary. A good floor lamp which will cast light into the 
cervical area is ample. 

The tenacious mucous plug, if present, is removed with Caroid powder dissolved 
in a little warm water. The cotton applicator is dipped into the solution and left in the 
cervical area for a few minutes. This digests the protein in the mucus and the cervix 
will appear clean and free of any mucoid debris. 

The cautery must be tested just before use. The active electrode must not be heated 
to more than a dark, cherry red as seen when the direct illuminating lamp is turned off. 
This indicates the proper temperature for safe and effective results. The use of “white” 
heat—a dull red when the direct light is turned on—may cause the occasional hemor- 
rhage resulting from too much penetration into the submucosal and dermal areas. The 
active portion of the cautery is inserted into the canal about 1 to 1.5 inches up to the 
internal os. When the cautery is in place, the current is turned on and the active tip 
kept snugly against the upper canal wall. In a few moments the cautery begins to act. 
The operator feels a sensation of fine vibration along the handle, and the tissue turns 
yellowish gray as if it were cooked. The cautery, without being removed, is shifted to 
the posterior or lower wall and cauterization carried out at this site. The tip is shifted 
to the lateral walls, which will destroy all the hyperplastic infected cells and glands in 
the endocervix, where the pathologic process first originated. 

Next follows cauterization of the ectropion or eversion. All eroded areas are 
cauterized with the cautery tip. Small islands of the eroded surface may be left, and 
will, when epithelization occurs, be completely replaced by normal tissue. A small piece 
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of Oxycel or Gelfoam may be applied to any oozing surface, followed by a tampon. The 
tampon should be removed within eight or twelve hours and replaced by a sanitary pad. 

It is important to inform the patient what usually takes place after cautery. She is 
told to expect a fairly profuse, often disagreeable odorous discharge which may even be 
blood-tinged. She may bathe, but should not douche for about ten days to two weeks after 
cauterization. It is also best to abstain from sexual activity for about two weeks. These 
precautions will avoid dislocating the slough and its possible complication of brisk bleed- 
ing. Insertion of antibiotics, powder or cream, in the vagina after cauterization is 
optional. 

Dilatation is important to keep the cervical canal patent, and is started about ten 
days or two weeks after the cautery. The patient returns weekly five or six times. 
Dilatation is done by inserting a cotton applicator saturated with any suitable antiseptic 
or styptic solution into the canal. Ten per cent silver nitrate or Negatan solution may 
be used. 


Ten to twelve weeks are needed for complete restoration and epitheliza- 
tion of the cauterized area. In some cases, epithelization is assisted by 
the use of estrogens or stilbestrol, either by mouth or vagina. A second 
cauterization is seldom required, but if indicated, it is never done until three 
or four months have elapsed. If repeated too soon, it may produce uncon- 
trollable bleeding and cause excessive fibrosis and stricture formation. A 
seemingly proper electrocauterization that does not heal may be due to the 
presence of a squamous carcinoma of the cervix. 

Cervical erosions may coexist with other pathology elsewhere. Even 
though a polypoid, granular benign erosion, proved by biopsy.and cytology, 
appears to be the cause of vaginal spotting, there may be a carcinoma else- 
where, most frequently in the corpus or endocervix. Fractional curettage is of 
great value in locating source and site of the pathology. We like this order: 
(1) endocervical curettage—material is placed in bottle 1; (2) endometrial 
curettage—specimen in bottle 2; and (3) biopsy of cervix—specimen in 
bottle 3. 

Cervical polyps are not infrequent. The possibility of an associated car- 
cinoma of the cervix cannot be too greatly emphasized. Polyps may first 
come to the attention because of spotting or frank bleeding. Bleeding may 
also be caused by rupture of a Nabothian cyst or endometriotic area of the 
cervix, and rarely, by congestion from a cardiac condition or arteriosclerosis 
In the differential diagnosis of cervical erosion, the rarer lesions, such as 
sarcoma, chancre, chancroid, and fibroids, must also be kept in mind. 

Only constant alertness for carcinoma of the cervix can lead to early 
diagnosis and a good therapeutic result. A definite diagnosis of early 
squamous cervical carcinoma is most widely accepted. The preinvasive or 
intraepithelial adenocarcinoma also exists in the endometrium. It is these 
early malignancies that must be diagnosed. Cytological smears, biopsies, and 
curettements will aid materially toward this end. 

The stage 0 cases of carcinoma of the cervix are amenable to surgery 
usually total hysterectomy and bilateral salpingooophorectomy for the patient 
who has had her children. In the younger woman, wide conization or cervical 
amputation may be employed. The farther advanced stages are treated with 
radium. Some early stage I cases are later subjected to radical surgical extir- 











306 GERIATRICS 


ation. Later stage I and further advanced carcinomas are approached by a 
I g PI y 
combination of radium and x-ray therapy. 


SUMMARY 


Cervical erosion in middle and later life must be considered pathologic 
until proved otherwise, according to the evaluation policies used at Cook 
County Hospital Gynecological Clinic. Diagnosis of benignity should be 
established before instituting any treatment. Biopsy and cervical smear 
are discussed as methods of diagnosis. Cytology study is recommended 
for every woman in middle and later life at the time of the gynecological 
examination. Electrocauterization treatment is described, and the dif- 
ferential diagnosis of cervical erosion and treatment of cervical carcinoma 
are also discussed. 
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A SAFE SIMPLE METHOD of chemical sympathectomy is paravertebral 
injection of 10 per cent aqueous phenol solution. Patients too old or too 
ill for surgical blockage may be relieved of much distress associated with 
peripheral vascular occlusion. Nerves are interrupted for periods ranging 
up to two years, and injection can be repeated when effects wear off. 

Phenol sympathectomy in 10 cases of arteriosclerosis obliterans and 1 
case of chronic thrombophlebitis, usually at ages of 65 to 75, produced con- 
siderable improvement in 8 instances. Skin temperature of the legs rose 1° to 
7°, walking distance lengthened, and resting pains were almost entirely elim- 
inated. Phenol was employed only after all other methods failed, and at times 
when a preliminary procaine block test was unfavorable. 

The compound is less dangerous than alcohol, if instructions of Haxton 
or Boyd are followed meticulously. The solution is kept hot enough to 
dissolve all crystals. The needle must be at least 5 in. long, 21 or 20 gauge, 
with short bevel. The point of injection is about one-half inch below the top 
of the twelfth rib. The needle is inserted at an angle of 30° to the sagittal 
plane of the back, until the point is in front of the second lumbar vertebra. 
rom 10 to 15 cc. solution is instilled into retroperitoneal tissues opposite the 
vertebral bi dy. 


EARL MILES and J. s. ROTHMAN: Experiences with the use of 10 per cent aqueous phenol 
for chemical sympathectomy. Am. |. Surg. 87: 8 30-838, 1954. 

















Personality Patterns of Old Age 
and the Rorschach Test 


Samuel B. Kutash, mM. v. 


LINICAL PSYCHOLOGISTS are developing as one of their specialties the 
field of gerontologic psychology, which may eventually become as 
important as the specialty of child psychology. In some persons, the 

enthusiasm, zest, and creativity usually associated with the prime of life 
extend far into senescence. On the other hand, many old people are institu- 
tionalized simply because they are old and are an emotional burden to their 
families. The psychologist, who only recently extended his efforts to the 
field of gerontology, has concerned himself primarily with delineating, through 
psychologic study, the personality characteristics and changes normal to 
aging, and distinguishing these from the abnormal maladjustments and dis- 
ruptions more frequent in the aged. 

The Rorschach Test is considered the most valuable instrument for under- 
standing the total personality and is perhaps the most widely used clinical test 
for such study. In 1941, at the Washington meeting of the Natronal Advisory 
Committee on Gerontology, Dr. George Lawton noted that the test held 
promise of usefulness at the senescent level, but that this possibility had been 
explored only slightly. Since then the test has been used widely in hospitals, 
clinics, homes for the aged, and social agencies for study of senescent prob- 
lems, but there are only about six investigations using it to study personality 
patterns of old age. Fortunately, the high agreement in their findings makes it 
possible for us to discuss these patterns as revealed by the test. The findings 
also show that the Rorschach is a valuable technic in any battery of tests for 
appraising the personality of an older person for whom treatment, rehabilita- 
tion, or guidance is being planned. 

Herman Rorschach, the originator of the ink blot technic, listed three 
major signs which were characteristic of normal old age.’ In behavioral terms, 
these indicate : (1) a diminution of the capacity to make use of inner resources 
and a weakening of reactions to emotional challenges; (2) a lessening of 
perceptual acuity and a somewhat lower Ievel of intellectual efficiency; and 
(3) a highly restricted thought content, demonstrating a narrowing of range 
of interests. Whether these are primarily reactions to the special economic, 
social, and psychologic problems faced by older people or whether they are 
inevitable concomitants of aging was not made clear and required fur- 
ther study. 
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In 1946, W. G. Klopfer? gave the Rorschach test to 50 persons over 60 
years of age, of whom 30 were drawn from the Home for the Aged and 
Infirm Hebrews of New York City and 20 from a noninstitutionalized group. 
Ages ranged from 26 to 93, with a median age of 74 for the institutionalized 
group and 73 for the noninstitutionalized. From this well planned study 
Klopfer drew the following conclusions : 

In the intellectual sphere, aged persons are generally slower, less productive, and 
less efficient than individuals of equivalent capacity in the general population. Though 
they are still able to deal adequately with the practical problems of everyday life, they 
have a great deal of difficulty in organizing their experiences for future reference and 
are not interested in abstract and theoretical things or the formation of original ideas. 

This loss of intellectual efficiency is the result in most cases of emotional disturbances 
which are either created by the problems of aging or are an accentuation of problems 
present throughout the individual’s lifetime. In some cases, it is due to psychoses charac- 
teristic of old age, such as senile dementia or psychosis with cerebral arteriosclerosis. 

Moral support tends to give them greater security and thereby raises the level of 
their performance. The special problems of these old people seem to make it somewhat 
difficult for them to think along these lines conventionally accepted by the population as 
a whole. Thought content in general is rather restricted and often approaches stereotypy. 
Intellectual ties are adequate in most cases, but somewhat loose. 

The old people’s capacity for making use of their inner resources appears to be 
diminished. When they do respond to inner promptings, it is to the more instinctive, 
suggesting a regression to a more infantile level of functioning. 

There is no consistent way in which they respond to emotional challenges. Some 
are egocentric, labile, and highly responsive. Some do not respond at all to effective 
stimuli. Most may have some basically egocentric emotionality, but rigidly inhibit their 
reactions. Some show their basic responsiveness by reacting to the subtler emotional 
implications present in the environment. 

Most of the old people do not have good mechanisms for forming relationships with 
others. They are critical of other people and find it difficult to make social contacts. 

In a later study Prados and Fried* applied the Rorschach test to 35 repre- 
sentative older persons ranging in age from 50 to 80 with the objective of 
contributing normative data on the test for older age groups. The research 
was designed to give insight into the development from one age level to 
another—from 50 to 60, 60 to 70, and 70 to 80. 

These questions were asked: In what manner and to what extent does 
age drain the resources of imagination? Is it possible to define a crucial age 
period around which deterioration of the imaginative powers is likely to 
occur ? Does the amount of anxiety decrease or increase with age and what are 
the specific manifestations of anxiety? In what manner does the older person 
try to cope with his environment? Does he withdraw from stimulation 
and responsibilities ? 

They concluded that there is no single crucial age period during which a 
general adaptation to the processes of aging is likely to occur, but that differ- 
ent adaptations occur at different age levels. Individual differences exist 
within each age group, and members do not show a homogeneous pattern. 
The anxiety of older people seems to be of a more intellectual kind than the 
anxiety of neurotic subjects and expresses a feeling of inadequacy. They also 
found that the creative intellectual faculties decrease with age. Subjects 
between 50 and 70 react with anxiety to the awareness of intellectual inade- 
quacy but those over 70 seem resigned to their condition. Emotional respon- 
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siveness to environment is impaired and affective life becomes relatively 
shallow. 

Chesrow, Wosika, and Reinitz,* in a Rorschach study of 20 aged white 
males, found delayed responses, low number of responses, stereotyped think- 
ing, intellectual and emotional constriction, and feelings of impotence. In 
1952, Davidson and Kruglov’ gave the Rorschach test to 46 persons, 22 
women and 24 men from 61 to 91 in age, living in the Home for the Aged 
and Infirm Hebrews in New York. They found that the personality char- 
acteristics which differentiated the aged from a group of younger adults were : 
low productivity and little drive; faulty perception of reality and peculiar 
thought processes; narrowing of range of interests; deficit in capacity for 
independent and creative. thinking; inability to delay expression of impulses ; 
decreased emotional responsiveness; inadequate feelings toward self and 
generalized feelings of insecurity; and less adequate adjustment, the women 
showing better adjustment than the men. Differences between this group and 
a group of old people living at home indicated that the institutional group 
assumed the personality characteristics of the aged earlier than the non- 
institutionalized group. 

Although the Rorschach studies agree that there are personality char- 
acteristics common to the aged, analysis of specific cases on a clinical basis 
shows the existence of individual differences in rate of aging. Before definitive 
conclusions can be drawn, it would be necessary to design a large-scale, ade- 
quately financed research project, secure random samplings of older people 
in all walks of life, on all socioeconomic levels, and with different degrees of 
education. Possibly, it would be found that many persons make superb adjust- 
ments far into later maturity on a much more enriched level than findings in 
these studies might indicate. Too often, psychological studies are, of necessity, 
focused on the poorly adjusted or the problem cases. 

As I have indicated, there is need for much more research with the 
Rorschach and other projective technics in combination with other methods. 
This large-scale project, which I just mentioned, would involve a multi- 
disciplinary approach, and would provide an integrated study of all aspects 
of the aging process. 


i. CONCLUSION, let me list the contributions which the Rorschach Test can 
make in the field of geriatric psychology at the present time. 


1. The trained clinical psychologist can usually differentiate by means of 
the Rorschach test between pathological conditions, such as early senile psy- 
chosis and psychosis with cerebral arteriosclerosis, and the normal personality 
changes of aging. This helps in determining whether the patient is in need of 
institutionalization or simply guidance and treatment in the home. The 
Rorschach test should be used, of course, only by a qualified clinical psy- 
chologist, for it can do much harm in the hands of an untrained person. 


2. The test can help in evaluating the personality assets of an older person 
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in terms of his total functioning. This makes it possible to predict for the 
individual what his further development may be. 


The Rorschach method can be utilized as a research tool to extend 
knowledge of the aging process in its effects on personality. Thus, if there 
were longitudinal studies of people at ages 10, 20, 30, 40 on through 70 and 
80, we could eventually understand more fully the dynamics of personality 
development from childhood through adulthood, later maturity, and old age. 


Presented at the public hearing of the New York State Joint Legislative Committee on Problems of 
the Aging, December 17, 1953, New York City. 
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en THERAPY in elderly persons with mixed psychiatric and somatic 
illness may be achieved in five to fifteen minute interviews structured so 
that the patient leaves with a sense of triumph derived from having won an ally 
or having dominated the therapist. The patient delegates the parental role 
to the therapist with surprising ease and rapidity. The therapist, on the other 
hand, must take advantage of the pleasure afforded the patient by the unpro- 
ductive dominance of persons regarded as parent surrogates. 

The recommended psychotherapeutic technic is aimed at increasing the 
patient’s self-esteem by developing the doctor-patient relationship as a 


oe 


struggle from which the patient emerges the victor. The “struggle” is an 
illusion of the patient. The therapist accepts the role of a feared and hated 
parent won over after a time to serve as.an ally and confidant. 

In each interview, the patient’s disorganizing fear, based on helplessness, 
gives way to anger and secondary fear of retaliation. This anger and fear is 
then turned, either spontaneously or with help, toward dominance of the 
therapist. Such aggressive action is mistaken by the patient as self-assertion 
and social mastery. The sense of helplessness decreases and behavior improves 
as long as the illusion of controlling the therapist persists. Therapy, there- 
fore, must be continued intermittently for an indefinite time. 


ALVIN I. GOLDFARB and JACK SsHEPs: Psychotherapy for the aged, Ill, Brief therapy of 
interrelated psychological and somatic disorders. Psychosm. Med. 16: 209-219, 1954. 








Evaluation of Intravenous and 
Oral Use of Metrazol in Hospitalized 
Arteriosclerotic Psychiatric Patients 


A. L. Lieberman, M.v., S. S. Schwartz , PH.D., 
and M. Cooper, PH.D. 


URING the past few years, many investigators'"'’ have reported 
positive changes with the use of Metrazol administered parenterally 
and orally as a general analeptic drug to geriatric patients with severe 

psychiatric pathology. Chesrow and associates’ recorded ‘‘some improvement”’ 

in 26 of 32 bedridden patients who received Metrazol orally for ninety days. 

In 12 of the 26, they reported “marked improvement.” Swenson and Grimes’ 

found significant results with Metrazol given orally to 25 patients at St. Peter 

State Hospital. Lieberman’ reported significant findings with subconvulsive 

doses of Metrazol administered in a number of office-treated cases. However, 

these reports suffer from the lack of an adequate control group.’ 


MATERIAL AND METHODS 


Tow REPORT is based on data obtained from 41 patients from the Veterans 
Administration Hospital, Northport, New York, who presented clearcut 
evidence of cerebral arteriosclerosis in addition to chronic psychiatric disorders. 

The patients were divided into three groups. The first group of 17 received 
Metrazol intravenously; the second group of 11 received the drug orally; 
and the third, a control group of 13, received only placebo treatment. All three 
groups were maintained on the same ward and were given preliminary inten 
sive psychological, physical, laboratory, and psychiatric evaluations which 
were repeated on completion of treatment. Only one investigator (A.L.L.) 
knew the identity and group of each patient. 

Treatment was started with 1 cc. Metrazol given intravenously with the 
patient lying quietly in bed. The second or third day the dose was increased 
to 1.5 ec. and on the following day to 2 cc. If there was no reaction to the drug, 
the dose was then increased by 0.2 cc. each treatment until a reaction was 
obtained. This usually consisted of a slight flushing of the body, “blanking 
cut,” or a mild but definite convulsion with five to fifteen seconds of uncon- 
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sciousness. When the individual dosage was established, it was given two to 
three times a week for 50 consecutive injections. Injections were then dropped 
to one per week for another month depending on results obtained. 

In the majority of intravenous cases, the required subconvulsive doses 
were between 2 and 3 cc. although 1 patient required as much as 4, and another 
5 cc. before the desired effects appeared. This particular group received injec- 
tions before breakfast while still in bed. No precautions were taken other than 
to have a mouth gag available in the event the reaction was more severe than 
was anticipated. Only 2 patients experienced violent convulsions. In one of 
these the margin of tolerance was found to be very small. A reduction in 
dosage of 0.2 cc. produced no response, while an increase of 0.2 cc. produced 
the desired effect, except in two instances with violent convulsion. One was 
so severe the patient complained of back pains afterwards but x-ray studies 
showed no evidence of injury. 

Patients in the oral group were given 100 mg. Metrazol three times a day, 
and those in the control group, placebos which resembled Metrazol tablets. 
No patient was told what the medication was for. At the end of the three- 
month experimental period, all patients were reevaluated, using all preceding 
studies as well as a battery of psychological tests and psychiatric interview. 


PSYCHOLOGICAL TESTING 


jo PSYCHOLOGICAL TEST BATTERY consisted of the Wechsler Memory 
Scale; arithmetic, vocabulary and digit symbol subtests of the Wechsler- 
Bellevue Intelligence Scale, Form I;° the Benton Visual Memory test ;° the 
Color Naming test, the Opposites tests; and the Memory for Objects test.’® 

Tests were administered in two parts (A and B), with a ten-minute rest 
period between parts. Half the patients were tested in AB order and the other 
half, BA. The order was reversed on retesting. Average testing time was 
ninety minutes. 

The Multidimensional Scale for Rating Psychiatric Patients (MSRPP) 
Hospital Form" was used for each patient before and after treatment. This 
scale demands a minimum of interpretation on the part of the observer and 
vields judgments relatively unbiased by the rater’s point of view. The inter- 
view section was filled in by the psychologist who tested the patient. The ward 
behavior section was done by a nurse or, usually, a psychiatric aide who knew 
the patient well. The scale obtained before treatment was not consulted or 
reviewed at the time the posttreatment ratings were made. 


DISCUSSION AND RESULTS 


a 41 patients of this entire group were assumed to be approximately sta- 
bilized arteriosclerotics. They were far more regressed than individuals of the 
group previously reported.® The majority were classified as having chronic 
brain syndrome with associated or dissociated psychiatric disorders. Of the 
17 patients in the intravenous group, 3 had distinct clinical improvement in 
that they showed greater interest in their environment, became more tidy in 
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personal habits, indicated a desire to join in ward activities, such as watching 
television, and were considered to have developed more contact with the 
ward and its inhabitants. Two others showed distinct improvement although 
not as great as the 3 patients just described. The general condition of one 
patient deteriorated. He became so hyperactive that he had to be transferred to 
another ward for treatment. It was six months until he was restabilized. 

In the oral group, only one had clinical improvement, the rest showing no 
significant change. However, within the next three months, 4 other patients 
in this group who had shown no improvement began to show evidence of 
positive change, both physically and mentally, which was maintained for the 
next three months. After a clinical reevaluation of the oral group, we concluded 
that 5 patients had changed significantly although these changes were not 
apparent until two or three months following completion of treatment. This 
is contrary to the usual evanescent improvement that persists only as long as 
oral therapy is continued.’ The changes in the intravenous group were 
observed immediately following treatment. Both the 5 intravenous and the 5 
oral patients who improved maintained this status six months after therapy. 

Reevaluation in the control group, immediately posttreatment and again 
six months later, showed 3 patients with positive changes. One of these 
suffered with an acute cardiac disorder requiring intensive care, so that the 
changes observed might possibly be related to this episode. However, the other 
two can be considered cases of spontaneous improvement. Although the 2 
control cases received no more than placebo medication, they nevertheless 
improved as much as the 5 intravenous and the 5 oral who improved signifi- 
cantly. 

Possibly these men improved because of the increased attention they 
received. Clow,"* ina study of 100 patients with psychosis with cerebral arterio- 
sclerosis, found that emotional disturbances were the most frequent factors 
that upset their limited adjustment. In reviewing the records of our series of 
patients, we found that all the controls that improved had been transfers from 
custodial wards to the infirmary ward, since it was easier to handle the entire 
study group by assembling them in one ward. None of the 5 improved intra 
venous patients and only one of the 5 improved oral patients was a transfer. 

Nevertheless, this factor of spontaneous improvement upsets the statistical 
significance of our results, especially in view of the relative smallness of each 
component of the study group. 5 

From the psychological test battery, 20 scores were obtained for each 
patient, pre- and posttreatment. No statistically significant differences were 
found, either within each group, nor among the groups. Results were of the 
order that could have occurred from chance alone. No trend indicating a 
significant degree of improvement or decline was found. In all 3 groups were 
found patients whose test scores improved, remained stable, or declined. 

The Rating Scale of each patient was compared, pre- and posttreatment, 
and change scores were computed in terms of deviations from the normality 
pattern. Total change scores were obtained separately for the interview and 
ward behavior sections of the Rating Scale. 
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On the interview section, the intravenous group showed a trend to be 
rated lower after treatment. Otherwise, no significant differences were found 
in the ward behavior ratings, either within or among the groups. 

Thus it must be concluded that there were no changes in a positive or 
negative direction for all 3 groups. We feel that our series is a representa- 
tive sample of hospitalized arteriosclerotic patients with associated psychi- 
atric disorders. The use of the control group allowed for chance factors so 
that the data based on psychological test material is considered reliable. Effects 
of transfer from custodial to infirmary ward should be again noted. 


SUMMARY AND CONCLUSIONS 


1. A series of 41 hospitalized psychiatric patients with arteriosclerotic 
changes was utilized to evaluate the effects of intravenous and oral Metrazol. 
A group of 17 was given the drug intravenously, a group of 11 received the 
drug orally, while a third control group of 13 received placebo medication. 
All were housed and treated on the same ward. 

2. Based on clinical impression, one-third of the intravenous group and 
about one-half of the oral group improved significantly, and about one-fourth 
of the control group showed changes suggesting improvement. 

The general clinical impression of improvement was not borne out by 
Ea -slth tests, which failed to show statistically significant differences in 
the 3 groups. 

4. It would be of interest if this type of study were repeated by other 
investigators utilizing our technics. The subjects of this study were chronic 
arteriosclerotics with associated psychiatric disorders, so that the results 
obtained are not directly comparable to clinical observations of the use of 
Metrazol with other types of patients.° 


From the Veterans Administration Hospital, Northport, New York. Read at the American Psychi- 
itric Association meeting May 7, 1954. 

\ppreciation is exp! d to Dr. Damien Maccarron, who as ward physician did much of the detail 
involved in handling this large group of patients; to Dr. James H. Hawkes, for his psychiatric inter- 


views; to the psychologist trainees, especially Charles A. LaPerriere, for testing and rating af patients. 
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Chronic Disease and Vitamin C 


Leo J. Cass, M.p., Willem S. Frederik, M.D., 
and J. D. Cohen, M.D. 


HIS STUDY was undertaken to obtain more precise information on the 

vitamin C requirements of the old-age group, both the well and the 

chronically ill. The specific objectives were to determine: (1) the 
relative blood level values of vitamin C provided by the daily diet and larger 
amounts from supplementary medication ; (2) the effect of aspirin on vitamin 
C levels; and (3) the effect of an increased vitamin C intake on signs and 
symptoms of certain chronic diseases. 

Elderly persons show a reduction in blood ascorbic acid. Among possible 
causes for this low level is an inadequate ascorbic acid intake,' due to the types 
of food consumed or to losses of vitamin C in food preparation. Studies of 
foods in various institutions have emphasized the losses of vitamins during 
preparation and service of foods.*” 

The extreme lability of ascorbic acid makes even the best of salads and 
cooked vegetables poor sources of this vitamin.” Vitamin C in dairy products 
is sensitive to destruction within the time required for sterilization.® 

Frozen concentrated orange juice, processed under low temperature 
evaporation, retains about 98 per cent of its vitamin C content and hence is 
an excellent source of this vitamin, equal to fresh orange juice.’ In a study 
comparing the merits of canned fruits and vegetables, Pressley and associates* 
found that canned orange and grapefruit juices were the best sources of 
vitamin C. The diet of college students eating in dining halls is rarely adequate 
in vitamin C when citrus fruits are omitted.” In contrast to the instability 


of vitamin C in cooked vegetables and other foods, Clifcorn'’ 


reports an 
average ascorbic acid retention of 97 per cent in processed Florida grapefruit. 

Two hundred thirty assays of all food served for a five-day period in 
RCAF messes in Canada showed an average content of 71.1 mg. of ascorbic 
acid per day, of which fruit and juices supplied not less ‘than 47.5 mg." 
Ascorbic acid, once ingested, is rapidly absorbed except in some kinds of 
gastrointestinal disease. If ascorbic acid is Omitted from the diet, the plasma 
level sinks gradually, reaching zero in from six to eight weeks."® 

The present study has utilized the buffy coat, or white cell layer, of the 
blood for the vitamin C determinations, as in Crandon’s experiment,’* where 
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a zero level of ascorbic acid developed after one hundred twenty days, with 
scurvy manifested by cutaneous hemorrhages after one hundred sixty days. 
The buffy coat level of vitamin C is considered the more reliable value, since 
it is less subject to rapid variations on varying intake, and is the last blood 
layer to be depleted of the vitamin. 

In Crandon’s study, the buffy coat level was about 30 times that of plasma. 
Once scurvy was reached, saturation required only 3 or 4 gm. vitamin C. A 
plasma level of 0 to .6 mg. per 100 cc. is generally considered to indicate 
unsaturation, although the subject may be healthy with no sign of vitamin C 
deficiency. A level of .6 to 2.5 mg. per 100 cc. is considered normal. 

Ordinarily, about 20 mg. is excreted daily in the urine. On a 500 mg. daily 
dosage, the excretion rises within twenty-four to forty-eight hours, leveling 
off at 80 per cent of intake.” 

Vitamin C is excreted by glomerular filtration and active tubular reabsorp- 
tion. The renal threshold varies from person to person, but is above 1 mg. 
per 100 cc.’* With a large intake the plasma level rises up to a point, followed 
by rapid urinary excretion. 

Patients on fixed vitamin C intakes, were found to have an optimum intake 
of about 100 mg. daily, which maintains a plasma level of 1 mg. ascorbic 
acid.’’ If the vitamin C intake was increased, it appeared in the urine. Plasma 
levels with a daily dose of 350 mg. were nearly the same as with a dose of 
100 mg., reaching 1.15 mg. per cent during the experiments. 

Abt,”® reviewing the daily requirement of 40 to 60 mg., states that certain 
therapeutic effects need a dosage 10 to 25 times as high. A dose of 1 to 6 gm. 
may be given orally or intravenously, reaching a plasma level of 5 to 22 mg. 
with no toxic effects. At present, the recommended daily intake of vitamin C 
is 75 mg. for males and 70 mg. for females." 

Hall and coworkers’* found a greater need for vitamin C in rheumatoid 
arthritic patients, with the majority showing levels below 0.5 mg. per cent. 
With a 200 mg. daily dosage for eight months, no clinical improvement was 
noted. Rinehart and associates'® found a below average level of 0.23 mg. in 
rheumatoid arthritics. More recently, large intravenous doses of vitamin C 
with dehydrocortone were tried, without lasting benefits.*°*! 

Seventeen patients with multiple sclerosis, whose diet was almost com- 
pletely lacking in fruit, were put on a daily schedule of 400 mg. ascorbic acid 
plus 4 glasses of orange juice. After four months the treatment appeared of 
some value in increasing muscle strength and decreasing relapses, but with no 
dramatic results.~ 
MATERIALS AND METHODS 


Ly THIS stuDy, 140 persons were observed biweekly for five months at the 
Long Island Hospital in Boston. About half of the group were ambulatory ; 
the others consisted of 39 arthritics, 25 diabetics, and 12 with multiple 
sclerosis as the chief diagnosis, with a mixture of other chronic problems. 
The attending physicians were not informed of the medication given any one 
patient. After two months of observation, the patients were divided into 3 












































CHRONIC DISEASE AND VITAMIN C 377 


homogeneous groups, each with some normals, arthritics, and diabetics, with 
various medication schedules for the next three months, as shown in table 1. 


TABLE 1 
MEDICATION PROGRAM 





Period Group 1 Group 2 Group 3 
1 (2 months)...No medication ..No medication No medication 
2 (1 month)... . Placebo ........Aspirin’ 4 gm. daily Vitamin C 4 gm. daily 
3 (1 month) Placebo and orange juice Aspirin 4 gm. daily Vitamin C 4 gm. daily 
Vitamin C 1.5 gm. daily Aspirin 1 gm. daily 
4 (1 month)....No medication ..No medication No medication 





Vitamin C levels were done on buffy coats* at monthly intervals and on 
whole blood at least monthly throughout the study. Routine blood, urine, 
eosinophil counts, and nonprotein nitrogen determinations were made at 
various times on all patients. 

Among the group of chronically ill, 6 patients with multiple sclerosis 
received 4 gm. vitamin C daily and 4 were given placebos. After two weeks, 
because of unexpected improvement in the former group and none in the 
latter, all 10 patients were placed on ascorbic acid, and 4 others were added 
from private practice. Most of these were kept on medication for four months 


without toxic effects. Two were later dropped, leaving a total of 12. 


RESULTS 


| based on standard values of the vitamin C content of the meals 
served showed an average intake of 59 mg. daily, of which the largest propor- 
tion came from vegetables. Individual variations were partly due to the fact 
that many patients would eat only a portion of the servings. In the diabetic 
diet, fresh fruit was served at least once daily, which nearly doubled the 
vitamin C intake (109 mg. ) 

Table 2 presents the mean values of all laboratory findings of all 3 groups. 
No conclusions could be drawn from the figures regarding the influence of 
vitamin C or aspirin on the eosinophil count. All 3 groups showed an 
unusually high sedimentation late in the first period. Aspirin as well as 
vitamin C seemed to lower the sedimentation rate during the second period, 
but the decrease was nearly lost in the third period. 

Before treatment, the 3 groups showed a whole blood vitamin C level of 
48, .49, and .43 mg. per 100 ce. In group 1, the vitamin C level remained in 
the same range—.39 mg. per cent. When 8 oz. orange juice were ‘added daily, 
the level rose to 1.53 mg. per cent, but after two to three weeks without fruit 
juice, the level dropped to .94 mg. per cent. 

In group 2, treated with aspirin in the second period, the vitamin C level 
after one month remained at .49 mg. per cent, contrary to the general impres- 


*Bufly coat levels were determined by Dr. John Crandon at the Boston City Hospital Surgical 
Research Laboratory. 
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TABLE 2 
MEAN VALUES OF LABORATORY FINDINGS IN ALL GROUPS 
Eosino *Vitamin C_ Vitamin C differentiation 
phil Sedimentation rate blood levels ee —s 
- N— ~ —~—__., Whole W hite 
Period Group count 1 hr. 2hrs. Cholesterol I 2 blood Plasma count 
_. 148.28 51.40 74.92 170.65 .48 39 37 25 10.57 
aA: eae 215.38 44.12 70.47 180.48 .49 51 34 125 12.99 
c2c > - 4 > c 2 ra 
| 3 137.27 53.58 78.13 179.28 43 45 38 -30 7.81 
{ I 209.18 52.14 65.71 177.05 39 39 ag, 35 8.38 
a (ee 200.61 37.91 55-64 186.62 49 71 42 .28 7.79 
3 128.01 23.07 35-53 181.92 2.01 BS 197. ...4.90 19.03 
I 146.40 57.00 84.58 199.29 1.53 .1.20 1.09 26.19 
2 . 2 219.64 43.86 67.65 2n%.97 1.88 1.22 C07. .....19:02 
| 2 203.36 41.69 60.69 195.67 1.73 1.86 1.97 20.14 
| I 162.88 47.56 70.25 208.36 94 .99 .96 31.02 
2 we. 158.51 47.91 75.93 234.29 1.14 .88 71 16.34 
| 3 198.10 35.53 55-22 221.60 1.05 1.45 .78 -70 14.72 
*Vitamin C blood levels were done on most of the patients under observation. 

+Vitamin C differentiation was done in an independent laboratory with approximately 20 per cent 

t PI ! 


of the patients 


sion that aspirin increases vitamin C need. When 1.5 gm. vitamin C was 
added, the level rose to 1.88 mg., but after two to three weeks without vitamin 
C, the level dropped to 1.14 mg. 

In group 3, which received 4 gm. vitamin C daily, the level rose quickly 
to the average maximum of 2.0 mg. per cent, but dropped to 1.75 mg. per 
cent after one month of constant treatment, a level not much higher than 
that with orange juice. After two to three weeks without added vitamin C, 
the level dropped to 1.05 mg. 

In this study, the routine tests were done on whole blood, but in a smaller 
series of patients, plasma, whole blood, and buffy coat levels were compared 
In the first period, whole blood and plasma levels checked closely in the 3 
groups, with the whole blood tending to be slightly higher than plasma, but 
white cell levels were less uniform. I’or example, in the group receiving + gm. 
vitamin C, the whole blood and plasma levels rose over 5 times, but the white 
cell level rose from 7.5 to 19.0, less than 3 times. The white cell level may help 
to determine extreme vitamin C lack, as in cases of overt scurvy, but whole 
blood or plasma determinations are simpler, and entirely satisfactory in 
studies of low or high vitamin C diets. 

Table 3 gives the mean values of the laboratory findings with the patients 
grouped according to diagnoses. These figures are so variable that, apart 
from the higher vitamin C level of diabetics, no conclusions can be drawn. 

Table 4 gives the mean values of clinical observations of special interest 
to arthritics, expressed in a numerical scale of 1 to 4, with the low figure 
representing the most favorable condition. Because of the small number in 
each group, no definite conclusions can be drawn from these figures. 

Despite the differing medications received during periods 2 and 3, vitamin 
C, or aspirin, or a combination of both, appeared to increase appetite, well 
being, and mobility, and decrease pain. Aspirin affected pain favorably, but 
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TABLE 3 
MEAN VALUES OF ALL LABORATORY FINDINGS 
PATIENTS GROUPED ACCORDING TO DIAGNOSIS 














Eosino- *Vitamin C Vitamin C differentiation| 

phil Sedimentation rate blood levels - : 
— ; . -A— Whole W hite 
Period Group count 1 hr. 2hrs. Cholesterol I 2 blood Plasma count 
| Controls . . 145.93 54.25 76.04 198.30 37 2 24 15 8.70 
I Arthritis 180.10 54.28 82.42 163.54 51 -49 33 25 11.51 
| Diabetes 75.53 39.05 62.24 163.00 71 .66 58 11.72 
[ Controls 140.14 26.14 39.75 205.00 .68 56 72 72 10.26 
2 Arthritis 189.23 42.20 54.42 181.88 1.08 81 1.15 1.05 6.24 
| Diabetes 163.18 33-45 50.36 183.65 1.50 1.46 t.22 13.46 
{ Controls 134.67 40.71 59.56 210.79 1.52 1.57 1.51 24.03 
3 + Arthritis ..226.56 60.82 90.00 202.90 2.08 1.25 1.21 19.97 
| Diabetes 211.33 37.12 57-33 172.00 1.65 1.56 1.56 19.48 
( Controls 125. 38.08 53.75 216.83 86 73 70 21.65 
4 Arthritis ..201.10 45-55 69.40 222.38 1.14 86 76 19.17 
| Diabetes 181.56 42.53 66.93 224.50 1.38 97 .56 16.09 





addition of 1.5 gm. vitamin C daily increased its beneficial effect (period 1, 
group 2). Vitamin C alone decreased pain in group 3, but addition of aspirin 
did not produce further improvement. Orange juice also helped to decrease 
pain in the arthritics in group 1. 

High dosage of vitamin C improved well being and appetite slightly, but 
there was no proof that vitamin C, orange juice, aspirin, or a combination of 
vitamin C and aspirin, caused any change in the patient’s activity or in the 
swelling of the joints. 

In the small group of patients with multiple sclerosis, 10 had been hos- 
pitalized over three years, and only 3 were able to walk. Ten showed some 
subjective benefit from vitamin C medication, but this improvement could 
not be evaluated because of the emotional factor. All 10 claimed an increase 
in well being, and 8 reported an increase in strength. Those with speech 
defects claimed improvement in speech and intelligibility, which was noted 
particularly by relatives and nurses. A neurologist attending some of the 
multiple sclerosis patients felt that the results could not be evaluated, since 
the changes were all subjective to some degree. 





TABLE 4 
Period Group Appetite Well-being Activity Pain Swelling Mobility 

I 1.30 1.40 1.84 1.68 56 1.48 

I | 2 1.42 1.47 1.52 +70 +30 1.40 
L 3 1.47 1.55 1.61 has .20 1.59 

I 1.26 1.35 1.72 1.50 56 1.45 

2 2 1.29 1.44 1.48 .68 36 1.34 
3 1.30 1.38 1.54 95 22 1.49 

| I 1.29 1.40 1.67 1.32 56 1.30 

3 4 2 1.22 1.43 1.48 .63 33 1.20 
| 3 1.24 1.29 1.48 .g2 -28 1.50 

| I 1.28 1.45 1.64 1.24 58 1.32 

4 2 1.31 1.45 1.52 71 32 1.20 
| 3 1.26 1.39 1.48 1.17 -42 1.57 
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CONCLUSIONS 

1. Elderly patients in a chronic disease hospital, on an institutional 
diet, with very little fresh fruit, were found to have a whole blood vitamin 
C wise averaging .35 mg. per cent. 

2. Eight ounces of orange juice daily raised the vitamin C level to 
1.52 mg. per cent. 

3. Aspirin, in a dosage of 1.5 mg. daily for one month, did not lower 
ascorbic acid levels. 

4. Whole blood and plasma levels approximated each other closely. 
Except in marked scurvy, there is no gain in determining buffy coat levels 
for routine use. Buffy values averaged 21 times those of whole blood. 

5. Average sedimentation rates were above normal. 

6. The blood cholesterol values in these elderly patients with chronic 
disease, picked at random, were within normal limits. 

Arthritic patients receiving a high vitamin C intake showed no 
significant changes in joint swelling and mobility, but did show a sig- 
nificant decrease in pain, some improvement in well being and appetite. 

8. In a group of 12 patients with multiple sclerosis, treated with large 
doses of vitamin C, the majority showed subjective and objective improve- 
ment, an observation which appears to justify further investigation. 

9. Four gm. vitamin C given daily for as long as three months failed 
to have any toxic effects. 
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Electrocardiography in the Aged 


Aldo A. Luisada, M.D. 


LECTROCARDIOGRAPHY, a graphic method of investigation of the heart, 
has developed so rapidly that periodic evaluations of its usefulness 
are necessary. Overemphasis may stress its value beyond actual 

possibilities, causing diagnostic errors, or preventing use of more appropriate 
methods. On the other hand, underemphasis, misuse by poorly trained 
workers, or disappointment in its findings, occasionally cause unwarranted 
criticism. In the presence of wide enthusiasm, criticisms are usually limited 
to personal comments and seldom find their way into medical literature. 


TECHNIC 


Punserw an initial period of study, electrocardiographic technic was 
standardized, largely through the work of the school of the late F. N. Wilson. 
This technic consists of the use of photographic or direct writing apparatus 
and of 12 leads: 3 standard limb leads, 3 augmented V leads of the limbs 
(Goldberger’s modification), and 6 precordial V leads. Additional chest, 
esophageal, or epigastric leads, as well as functional tests, are sometimes 
necessary and should be done only by trained cardiologists. Standard sizes 
of chest electrodes, 2.5 cm. for adults and 1.5 cm. for children, are generally 
accepted and the minor technical rules are usually the same in the various 
laboratories. 


INTERPRETATION OF DATA 


EC camein DATA are of great value in interpretation of a tracing and in 
writing of a report. They are: (1) age and sex of patient; (2) blood pres- 
sure level; (3) possible existence of valvular defects; (4) drugs received by 
the patient, such as digitalis, quinidine, Pronestyl, emetine, and insulin; (5) 
clinical diagnosis or reason for requesting a tracing; and (6) information 
supplied by previous tracings, or a sample of them. 

In several diseases, information supplied by the electrocardiogram is 
inadequate and may even be misleading. Knowledge of this may be useful 
and indicate the need for different methods of study. 

It is impossible to draw a sharp line between normal and abnormal 
tracings. This is particularly true in the older age groups. In reaching a 
decision, the observer must consider the possible occurrence of a certain 
variation in the electrocardiogram of a normal person. Statistical tables are 
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available and may be useful. However, personal experience and additional 
clinical and laboratory data will help in determining whether an abnormality 
should be considered pathologic. 

The electrocardiogram can be used for timing certain accidents or waves 
recorded by mechanical, sound, or roentgenologic methods. Thus, a venous 
tracing, a phonocardiogram, or an electrokymogram, can be recorded 
together with an electrocardiogram. 


Evaluation of Atrial and Ventricular Rates 

An electrocardiogram gives accurate information concerning the pace- 
maker of the heart and permits evaluation of the atrial and ventricular rates. 
Thus, ectopic rhythms due to either “usurpation” or “default” are easily 
studied. 

Rhythms by usurpation are those in which an ectopic focus with high 
excitability becomes—temporarily or permanently—the pacemaker. They 
include atrial and nodal tachycardia, atrial flutter, ventricular tachycardia, 
atrial fibrillation, premature contractions, and ventricular flutter and fibril- 
lation. 

Rhythms by default are those in which lack of a normal sinus impulse 
or interruption in its transmission require the control of the heart by a new, 
lower pacemaker. They include nodal rhythm and idioventricular rhythm. 
The latter may be due to sinus arrest, paralysis, or depression, or to sino- 
auricular block or auriculoventricular block. 

In all these disturbances of rate and rhythm, attention is paid to the 
number of P waves and of ORS complexes, to the shape and polarity of the 
P waves, and to the sequence of, and connection between, atrial and ventric- 
ular complexes. 


Position of the Heart 

The study of the electric axis of the heart has attracted considerable 
attention since Einthoven. As is known, this axis is determined through the 
comparison of leads 1 and 3 (or aVL and aVF). Knowledge of the electric 
axis is useful for determination of the position of the heart within the chest. 
Even though there cannot be an exact identification of the electrical with the 
anatomical position of the heart, displacements and rotations of this organ 
caused by either mechanical phenomena such as traction and compression, 
or sectional enlargement, such as dilatation or hypertrophy of one ventricle, 
are accompanied by remarkable modifications of the electric axis. Thus, study 
of this axis can be useful as an indirect and contributing sign in diagnosis of 
valvular defects, congenital malformations, hypertensive heart disease, and 
cor pulmonale. The most striking changes are those caused by dextrocardia. 

The study of the V-leads, growing out of Goldberger’s and Wilson's 
investigations, has increased the accuracy of determining the heart position. 
The limb and chest V-leads, considered as a whole, may be used for ascertain- 
ing rotations around the anteroposterior axis of the heart (horizontal versus 
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vertical heart) ; around the longitudinal axis (clockwise versus counterclock- 
wise rotation) ; or around the transverse axis (forward versus backward 
rotation of the apex). Knowledge of these rotations would merely satisfy a 
scientific curiosity, except for the fact that extreme rotations may cause 
inversion of certain waves, simulating changes caused by coronary heart 
disease. 

Conditions of the Ventricular Myocardium 

Study of the conditions of the myocardium has been done in three ways: 
(1) empirical observation of electrocardiographic patterns and comparison 
with autopsy findings, (2) animal experimentation, and (3) application of 
electrophysiologic theories. 

Small changes in the duration of QRS, modifications of its shape, 
secondary changes of the T wave, concurrent modifications of the axis, and 
comparison of Vi-V2 with Vs5-Ve, permit identification of the following 
lesions of either ventricle: ventricular hypertrophy and “strain,” bundle 
branch block, and intraventricular block. 

A delay of a-v conduction (determination of P-R), changes in the 
duration of electrical systole (determination of Q-T), and evidence of 
increased excitability (premature contractions, paroxysmal tachycardia) 
reveal the existence of a diffuse myocardial disturbance. This is typical of 
acute rheumatic, bacterial, allergic, or viral myocarditis, as well as of 
coronary occlusion. 

Changes of the metabolism, electrolyte imbalance, and effect of digitalis 
or quinidine on the myocardium, are also revealed by electrocardiography. 


Changes of the Blood Supply to the Heart 

Changes of the coronary circulation are not determined directly by the 
electrocardiogram. However, the repercussion of even a minor decrease in 
supply of blood and oxygen to the myocardium is such that the electric 
tracing is very revealing. The study of coronary patients went through the 
same three stages as that of myocardial patients, so that only recently a 
correlation was established between clinical tracings and electrophysiologic 
theories. 

Three different stages may occur in the evolution of a transmural 
myocardial lesion due to coronary disturbance. They are shown by three 
patterns: (1) Pattern of ischemia (inverted T wave) due to predominant 
delay of repolarization of the subepicardial layers; this causes inversion of 
the vector of repolarization. (2) Pattern of injury (raised S-T.) due to pre- 
dominant suffering of subepicardial layers. The electrode faces the front of 
injury in which positive changes are persisting while the normal myocardium 
becomes negative during depolarization. (3) Pattern of necrosis (inverted 
complex OS or OR followed by inverted T) due to electrical inertia of the 
tissue. Cavity potentials are recorded—that is, the vectors of depolarization 
and repolarization are similar to those recorded inside the ventricular 
chamber. 
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The sequence and extension with which these patterns are recorded 
permit recognition of anteroseptal, anterolateral, posterolateral, or postero- 
basal infarctions. Smaller or higher infarctions are also demonstrated by the 
usual or additional chest leads and subepicardial or subendocardial lesions 
are recognized. 

The type and course of evolution of the tracings are even more important 
than the changes themselves. Therefore, repeated tracings should be recorded. 
The differential diagnosis between myocardial infarction, pulmonary infarc- 
tion, pericarditis, and dissecting aneurysm of the aorta is considerably aided 
by electrocardiography. 


Pericarditis 

Alterations of the electrocardiogram in pericarditis, first described long 
ago, consist of three main patterns: (1) pattern of ischemia (inversion of the 
T wave), (2) pattern of injury (raised S-T), and (3) pattern of effusion 
(low voltage). The two first patterns are due to an inflammatory process 
of the subepicardial layers and their interpretation is similar to that of 
similar patterns in coronary heart disease. The last pattern occurs only in 
large effusions and is due to short circuiting of electric potentials by the 
fluid. 


THE ELECTROCARDIOGRAM OF THE GERIATRIC PATIENT 


ie HAS become customary to record an electrocardiogram of persons who 
are apparently normal or with minor ailments, and who wish a general 
; aa 

check-up. This practice should be encouraged, especially in men over 30 
and in women over 40. Even if the electrocardiogram occasionally does not 
reveal the insidious progress of coronary arteriosclerosis, the comparison 
of a tracing made during an acute episode with a previous tracing, made 
during such an examination, is always invaluable. Moreover, the systematic 
use of 12 leads and of functional tests has materially reduced the cases of 
coronary lesions with normal electrocardiogram. 

The normal process of aging, which involves the coronary system as 
diffused, benign coronary arteriosclerosis, and the myocardium as myocardial 
fibrosis, is liable to cause changes in the electrocardiogram. However, these 
changes are moderate. I*requently, they are revealed only by serial tracings 
because the range of normalcy is wide and a single tracing might be consid- 
ered still within normal limits or as a borderline tracing. 

Senile changes of the electrocardiogram may include: 

1. A slight increase in the duration of the P-R interval. This should not exceed 0.22 
seconds. 

2. A slight increase in the duration of the QRS interval. This should not exceed 0.11 
seconds in the limb leads or 0.12 seconds in the chest leads. 

3. A moderate lowering of the T wave to a height of 1 to 2 mm. This usually occurs 
in leads aVL, 1, and Vs-Ve (moderate anterolateral ischemia), but may occur in leads 
aVF, 3, and VE (moderate posteroinferior ischemia), and can be seen in all limb leads 
plus Vs-Ve (diffuse ischemia). 

4. Appearance of a slight left axis deviation. Normal axis is between 0 and +90 with 
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an average of +45. In these cases, the axis is shifting in the sector between +45 and 0, 
and seldom goes beyond 0. 

5. Notching and slurring of ORS near the baseline. 

6. Inversion of Ts was considered in the past as a possible result of senility. Actual- 
ly, Ts may be inverted at any age as a result of a horizontal position of the heart. If this 
is not the case, an inversion of T in 3 (and aVF) may have an important meaning. 
Changes of the cardiac rate and rhythm may be due to moderate myo- 

cardial fibrosis or to atherosclerosis of the carotid arteries favoring reflex 

changes. Among them are: 

1. Severe respiratory arrhythmia (carotid receptors irritability ?). 

2. Nodal rhythm (paralysis of the s-a pacemaker ?). 

3. Atrial flutter or fibrillation (functional or-structural changes of the atrial walls). 

4. Frequent premature contractions. The latter should be regarded with suspicion 
if they are too frequent or arise in multiple foci since this indicates an increase of 
excitability of the myocardium which is frequently connected with ischemia. 

About one-fourth of apparently normal old persons present more severe 
electrocardiographic abnormalities indicating myocardial damage. These are: 
bundle branch block or intraventricular block, especially significant if of the 
left side marked displacement of S-T or inversion of the T wave, espe- 
cially significant if indicating frank anterior or posterior ischemia. These 
abnormalities may not be connected with clinical symptoms or signs and 
may occasionally appear within a brief time, as for instance between two 
check-ups at three months’ interval. 


SUMMARY 


THE DATA supplied by the various electrocardiographic leads are described 
briefly. The electrocardiogram can be used for timing waves of other tracings 
and for evaluating atrial and ventricular rates, for ascertaining position of 
the heart, and in the field of myocardial and coronary heart disease. 

The electrocardiogram has limitations and its data should not be unduly 
stressed in preference to those supplied by other methods of investigation. 

The electrocardiogram of the aged may present minor changes of the 
P-R or ORS intervals or of the height of T, slight left axis deviation, and 
certain changes of rate and rhythm. While a large percentage of apparently 
normal senile hearts have a normal tracing, about one-fourth present evidence 
of important abnormalities indicating myocardial damage. 


From the Division of Cardiology, the Chicago Medical School and the Mount Sinai Hospital of 
Chicago. 











Surface Tension of Urine 
in Old Age 


Emanuel Revici, M.v., and Robert A. Ravich, M.v. 


URING the course of a study of the biological changes in old age, the 
renal excretion of surface-active substances was found to be con- 
siderably below the levels in younger age groups. These findings 

were considered important since (1) they were observed in individuals with 
no evidence of significant renal impairment, (2) the same decrease was 
observed in all subjects examined, and (3) information on this subject is 
lacking in the absence of a suitable analytic method. 

Research to determine the chemical constitution of these substances is in 
progress, but is difficult in view of the complex nature of urine and the fact 
that the substances involved may be minute in amount and hard to detect by 
chemical means. Fuller knowledge is needed of the excretion patterns of sur- 
face-active substances derived from clinical studies of various physiological 
and pathological states. The greatest excretion of surface-active substances 
is found in the urine of pregnant females’ and there is evidence that the fetal, 
rather than the maternal metabolism, is responsible for this. Thus, excretion 
of surface-active agents appears to be greatest in the early days of life and 
least in the last decades, and also appears to be closely correlated with the 
biological processes of growth, development, and senescence. 

Development of a capillary device by Revici’ has made it possible to 
determine surface tension within a few seconds, as part of the routine urin- 
alysis, without need for complicated apparatus or involved formulas. This 
instrument consists of a glass capillary tube, calibrated to show surface ten- 
sion of urine directly in terms of dynes/cm. The level at which the top of a 
urine column first stops or hesitates in its free descent in the tube is con- 
sidered as corresponding to the surface tension of the specimen and can be 
read directly from the scale. 


CLINICAL MATERIAL: AND RESULTS 


A GROUP of 23 inmates of an old age institution were studied. Ages of 
these 14 men and 9 women ranged from 70 to 87 years. All appeared in 
good general condition and showed no evidence of significant renal pathology. 
Morning urine specimens were obtained on each patient for several weeks. 
These were examined within several hours after voiding. 
EMANUEL REVICI, a graduate of the Bucharest Faculty of Medicine in 1920, specializes in 

cancer research at the Institute of Applied Biology, Brooklyn, New York. ROBERT ALAN 
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SURFACE TENSION OF URINE 


Surface tension values for the entire group averaged 70.9 dynes/cm. 
The average value for the women was 71.5 and, for the males, 70.4 dynes/cm. 
When surface tension values were determined in serial samples from indi- 
vidual subjects, variations of only 2 to 6 dynes/cm. were found. None of 
the samples from the women showed a surface tension below 69 dynes/cm. 
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All but 3 of the specimens from the men had surface tension values of 68 
dynes/cm. or higher (figure 1). Specific gravity varied from 1.006 to 1.030 
with an average of 1.017 for the group. 


DISCUSSION 


a SURFACE TENSION of the urine is a measure of the excretion of so-called 
“surface-active substances.” These substances tend to concentrate at the air- 
liquid boundary and are characterized by greater length as compared to 
width, and by the presence of a terminal polar hydrophilic group attached 
to a long chain nonpolar hydrophobic group.* 

A close correlation has been found between surface tension and number 
of particles visible when urine specimens are examined under the dark field 
microscope.* Free molecules of surface-active agents may.agglomerate to 
form colloidal micelles within the bulk of the solution. These are visible 
under the ultramicroscope as particles of light showing Brownian movement. 

Surface tension of the urine is an index of the quantity of these tensio- 
active substances. The highest surface tension value for urine encountered 
clinically is 73 dynes/cm., and this is correlated with a minimal quantity of 
surface-active substances. The lower the surface tension of the urine in 
dynes/cm., the greater the amount of tensioactive agents present. A surface 
tension of 52 dynes/cm. is the lowest value found clinically by this method. 

In control groups, the average surface tension is 67 to 68 dynes/cm. 
Diurnal and day-to-day variations of 5 to 11 dynes/cm., with values ranging 
between 72 to 62 dynes/cm., are found characteristically in healthy subjects. 
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It is evident that the pattern of excretion of surface-active material in 
old age is quite different. This is indicated by (1) the high average surface 
tension value of 71 dynes/cm. for the group, which is at least 3 dynes/cm. 
higher than for the controls; (2) the limited day-to-day range of variations, 
which in no case was greater than 6 dynes/cm.; and (3) the striking dis- 
parity in the distribution of values in healthy young adults and in old age 
(figure 2). Eighty-eight per cent of the urine specimens from old individuals 
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had surface tension values of 70 dynes/cm. or higher, and only 1 per cent 
were below 66 dynes/cm. In contrast, 23 per cent of the specimens from the 
control group had a surface tension of 70 dynes/cm. or higher, and 23 per 
cent were below 66 dynes/cm. These findings indicate that the amount of 
surface-active substances excreted in the urine of old people of 70 to 87 
years is greatly reduced as compared with that in healthy young adults. The 
fact that specific gravity values for the old age group were not significantly 
different from the controls indicates that this change can not be explained 
on the basis of a failure of the kidneys to concentrate by reabsorbing water. 

The question of whether this reduced excretion reflects a decrease in the 
amount of these agents or their precursors in the older individual, or an 
actual diminution in the ability of the kidney to excrete the surface-active 
molecules cannot be answered at present.’ 

The average surface tension value for the females was 1 dyne/cm. higher 
than for males. The same sex difference has been noted in studies of healthy 
young adults and in a group of 500 urological patients. It is of interest to 
find the difference persisting in these old people. 

In the light of current concepts of the possible role of surface-active 
“colloidal” substances in the urine, it is interesting to speculate on the pos- 
sible significance of the observed decreased excretion in terms of renal 
physiopathology. Various authors have contended that the crystalloids of 
the urine are maintained in solution by the colloids, which prevent agglom- 
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eration and precipitation of salts.°* Some such mechanism is undoubtedly 
present in the complex physiological solution finally excreted by the kidneys, 
since most of the urinary salts are present in proportions far exceeding their 
ordinary limits of solubility in aqueous solution. Low levels of colloidal 
activity and high surface tension values have recently been correlated with 
an increased tendency to stone formation in the urinary tract.” ° It is pos- 
sible that this reduction in surface-active substances in the urine of old peo- 
ple, combined with the obstruction at the vesical neck due to prostatic 
hypertrophy, may lead to retention of precipitated material in the bladder, 
accounting for the increased incidence of vesical calculi during the later 
decades.’ In women, incidence of bladder stone is relatively low, even though 
the quantity of excreted surface-active substances is small because there is 
no anatomical obstruction to urinary flow. 

Administration of hyaluronidase raises the level of colloid activity’® and 
lowers the surface tension of the urine to a slight degree."* This enzyme has 
been utilized in the treatment of chronic recurrent stone formers with appar- 
ent effectiveness.’ The reduced excretion of tensioactive substances in the 
urine may be related to the decreased enzymatic activity within the tissues. 


0 


SUMMARY 


A study of the surface tension values of the urine in a group of 23 men 

and women between the ages of 70 and 87 years and in apparently good 

condition was made. The surface tension values as determined by a 

capillary method were significantly elevated in all cases above those found 

in healthy young adults. Significance of these findings is discussed. 
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Surgery for Spontaneous Intracerebral 
Hematoma in the Geriatric Patient 


William R. Chambers, M.v. 


HE AGE of 50 has frequently been set as the arbitrary limit past which 

operation for intracerebral hematoma is to be considered unwise. 

Three cases are herein presented with recovery, complete or reason- 
ably complete, in patients who were beyond that age. 

There are many reasons for desiring the survival of an older person. One 
is that, even if the person is disabled, he may be a source of strength and 
inspiration to his family. Another is that considerable annuities necessary to 
the maintenance of the family may be lost with his death. If the chances are 
good for a reasonable degree of recovery, then the denial of surgery on the 
basis of age is unfair to all concerned. Considerations other than age may 
outweigh it in predicting recovery to the point where life may be enjoyed. 

The first of these is whether or not the patient is ever in coma. The onset 
is apoplectic in the vast majority of cases, but there is a small percentage who 
never suffer coma. The prognosis for this group is much better. The second 
is whether any signs of improvement occur in the first twenty-four to forty- 
eight hours. If so, the outlook is still more favorable. The third is whether 
a source of the bleeding, such as an aneurysm or angioma, can be found. In 
such a case, the intracerebral clot is likely to be in a more favorable position 
for operation—that is, in the far frontal or temporal lobe. If the vascular 
anomaly itself is amenable to treatment, the outlook is favorable. The fourth 
is the position of the clot, with or without a known source of hemorrhage. 
The fifth is whether there is a history and findings of generalized arterioscler- 
osis, or a funduscopic examination showing tortuosity of the retinal arterioles. 
Cardiovascular renal sclerosis is, naturally, a major contraindication. 

The following case reports of patients who survived, are typical of the 
author’s cases and show what can be accomplished with proper selection. 

Case 1. J. P. J., a 75-year-old white female, had a right hemiparesis and a profound 
aphasia which had developed gradually over a period of three days. The findings concerning 
blood vessels, heart, and kidneys were compatible with her age. The fundi showed no 
papilledema, but did show moderate evidence of arteriosclerosis. The third day brought 
an onset of irregular pulse and respiration and deepening unconsciousness. 

A carotid angiogram revealed a space-taking lesion in the left temporal lobe. Crani- 
otomy was undertaken with removal of a large intracerebral hematoma. The patient 
began to improve almost immediately. When she left the hospital, she had good use of 


both sides of her body and had no evidence of aphasia; at two months postoperatively, 
the only residual was that of temporary, periodic disorientation. 
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Fig. 1, left. 


Fig. 2, right. 





Comment: This aged woman was never in coma, did not show signs of 
arteriosclerosis out of proportion to her age, and had a clot in a favorable 
position. In spite of her age, she has had considerable recovery. 

Case 2. C.W., a 67-year-old white female, became mentally confused while at church. 

She was taken home where she vomited for one week. Between the seventh and ninth 

days, her mental status improved somewhat and she was able to recognize her relatives, 

but she could not retain food and had to be fed intravenously. She had difficulty raising 
her left arm. Her past history was not suggestive of serious arteriosclerotic disease. 

Examination revealed a left homonymous hemianopsia and a left hemiparesis ; examina- 

tion of the fundi disclosed no papilledema and no evidences of arteriosclerosis. Ventricu- 

lography showed an absence of the right temporal horn of the lateral ventricle (figure 1). 

During craniotomy, a large clot was aspirated from the temporal lobe. Two and one-half 

years later, neurologic examination was negative except for a tremor of the head. 

Comment: This 67-year-old woman showed improvement in her state 
of consciousness, no evidence of arteriosclerotic disease, and a clot in a favor- 
able position. In spite of her age, her recovery has been remarkable. 

Case 3. W. B., a 52-year-old white male, had a sudden onset of headache, aphasia, 
and disorientation. Various diagnoses, including hysteria and meningitis were considered. 

An angiogram showed a space-taking lesion in the left temporal lobe and an aneurysm 

of the left middle cerebral artery (figure 2). At eraniotomy, the clot was evacuated and 

the aneurysm clipped off. Ten months postoperatively, the patient is symptom-free and 
back at work. 

Comment: This man was never in coma, had a demonstrable source of 
hemorrhage, with a clot in a favorable position. Recovery is virtually complete. 
SUMMARY 

Advanced age is seldom of prime importance in selecting cases for opera- 

tion for spontaneous intracerebral hematoma. Five other considerations, if 
favorable, may outweigh age alone. Three cases with recovery are pre- 
sented. 











Breast Disease 
in the Elderly Chronic Sick 


George Strenger, M.D. F. A.C.S. 


HE VALUE of frequent physical examination in detection of unsuspected 

breast disease has been stressed in recent years. This presentation 

is based on a survey of 40 cases of breast disease found during the 
routine physical examinations of patients over 60 years of age admitted to 
the Goldwater Memorial Hospital, Welfare Island, New York, between 
1939 and 1951. These people were admitted to the wards for the treatment 
of a variety of conditions, as indicated in table 1. These included 20 cases of 
chronic cardiovascular disease in all stages of severity, 3 of hemiplegia, 2 of 
pneumonia, 2 of Parkinson’s disease, and 11 cases of other diseases. There 
were about 1500 admissions to the hospital every year. 





TABLE 1 
BREAST DISEASE IN ELDERLY CHRONIC SICK—19 39-1951 

Number Number 
Breast condition patients Chronic disease patients 
Carcinoma 24 Chronic cardiovascular 22 
Fibroadenoma 6 Hemiplegia 3 
Gynecomastia 6 Pneumonia 2 
Chronic cystic mastitis Parkinson’s 2 


3 
Abscess I Rheumatoid arthritis, carcinoma uri- 
Lipoma I nary bladder, cystitis, polycythemia, dia- 

~- betes, leg ulcers, myeloid leukemia, 


Total 40 myeloma, fracture of femur and car- 
diac disease, pernicious anemia, brain 

tumor II 

Total 40 





As might be expected in this age group, 24 of these patients had carcinoma 
of the breast, unsuspected until disclosure by admission physical examination. 
Six had fibroadenoma ; 6, gynecomastia ; 2, chronic cystic mastitis ; 1, abscess, 
and 1, a lipoma. There were 13 patients between 60 and 69 years of age, 22 
between 70 and 79, and 5 between 80 and 85. There were 32 women and 8 
men in the group. 

The 24 cases of carcinoma of the breast presented occasional problems 
in treatment. Our surgical staff agrees that the radical operation offers the 
best hope for cure regardless of age, but in some of these cases such a policy 
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SOCIOMEDICAL PROGRESS 


could not be followed consistently. Many of the patients were afflicted with 
chronic disease of such severity that it seemed risky to subject them to a majot 
surgical procedure even with careful and detailed preparation. Of course, 
those who had advanced carcinoma were automatically excluded from the 
radical operation. Ten, or 42 per cent, were treated by simple mastectomy 
while 14, or 58 per ¢ent, underwent radical mastectomy. 

Nor can one assume that simple mastectomy in the elderly condemns 
the patient to death from carcinoma. For example, one 74-year-old woman 
with a large carcinoma of the left breast and a smaller tumor in the right, 
suffering from advanced cardiovascular disease, was treated by bilateral simple 
mastectomy, and was discharged from the hospital two years later without 
evidence of recurrence or metastasis. Another 83-year-old woman, who had 
a simple left mastectomy, had no recurrence when she died of heart failure four 
years later. Five of our patients with carcinoma were women over 80, the 
youngest being 82 and the oldest 85 years. Two of these people in the ninth 
decade were treated by radical mastectomy and had uneventful recoveries. 
In a recent report,’ B. F. Byrd, Jr., described 21 cases of breast carcinoma in 
patients over 70. In his series, 71.4 per cent underwent simple mastectomy 
and 28.6 per cent had the radical operation, without any deaths. The author 
concludes that simple mastectomy offers a comfortable realization of life expect- 
ancy and a safer, more conservative management of their disease. 

Gynecomastia, a term indicating the appearance of female characteristics 
in the male breast, is not a rare condition in the geriatric years. We were able 
to study 6 such cases. In every instance, there was a moderately firm, slightly 
irregular, almost discreet mass, 3 to 5 cm. in diameter under the nipple and 
attached to it. The microscopic examination showed proliferating ducts and 
duct epithelium as well as an overgrowth of stroma. Our cases were unilateral. 
All were operated upon in order to exclude carcinoma, but malignancy was not 
found. The cause of this condition is unknown, although an imbalance in 
endocrine secretion is suspected, the disturbance involving estrogens and 
androgens. Gynecomastia may be associated with testicular neoplasms, adrenal 
cortex tumors, and chronic liver disease.”"* Carcinoma of the breast has been 
reported in association with gynecomastia and it was fear of malignancy that 
caused us to operate upon our patients. However, with increasing experience, 
a period of observation and perhaps conservative treatment may be safely 
adopted in selected cases. : 

Several complications were encountered during the course of treatment 
in these 40 cases. There was one instance of left lower lobe atelectasis following 
a simple mastectomy under local anesthesia. Superficial mild wound infection 
occurred in 3 cases, and skin necrosis in another 3 cases of radical mastectomy. 
One patient developed parotitis following operation. Another suffered tem- 
porary mild edema of the arm after a radical mastectomy. One woman had a 
sudden occlusion of the left femoral artery three weeks after a simple mastec- 
tomy for carcinoma. 

There was one death, which followed a left radical mastectomy in a 64-year- 
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old woman originally admitted to the hospital for treatment of hypertensive 
cardiovascular disease and syphilis. She died suddenly on the second post- 
operative day. Autopsy was not performed. 


SUMMARY AND CONCLUSIONS 


1. Forty cases of breast disease are presented, which ‘were discovered on 
routine admission examination of elderly patients suffering from a 
variety of diseases. 

2. Twenty-four patients had carcinoma and 14 were treated by radical 

operation. Our experience suggests that in the elderly chronic sick 

simple mastectomy for carcinoma may offer a reasonable survival 
period, although radical mastectomy is well tolerated even in the ninth 
decade. The only death in this series followed a radical mastectomy. 

Gynecomastia in the elderly is not rare and is often suspected of being 

carcinoma. It is possible to adopt a more conservative attitude toward 

the treatment of this condition. 


~ 
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Chlorpromazine in Neuropsychiatry 


AGITATED SENILE PSYCHOTICS or neuropsychotics may be transformed into 
quiet and manageable patients during treatment with chlorpromazine (Tho- 
razine). Especially remarkable is the reduction in severe anxiety, diminution 
of phobias and obsessions, and reversal of paranoid psychoses effected by the 
drug without the occurrence of persistent toxic reactions. Thorazine is not a 
substitute for oriented psychotherapy. Because of the initial soporific proper- 
ties of the substance, 25-mg. doses are given one-half hour before bedtime the 
first three days and then 25 mg. are given with breakfast and at night. Orally 
from 100 to 125 mg. have been administered daily and from 50 to 75 mg. have 
been injected intramuscularly three or four times a day. The compound, 10- 

gamma-diethyl-aminopropy] ) -2-chlorophenothiazine, affects the central and 
autonomic nervous systems variously. 


N. W. WINKELMAN, Jr.: Chlorpromazine in the treatment of neuropsychiatric disorders. J.A.M.A. 155: 
18-21, 1954. 

















The Physician's Dilemma 


HIS MAGAZINE, which has in a 
Bact time won for itself an indis- 
pensable place in the library of medical 
publications, devotes its pages to a con- 
sideration of the welfare of our aging 
population. That an editorial discussing 
the problems of the aging physician 
should be inserted, ought not to be 
considered inappropriate. 

When the writer was a boy, a person 
was of middle age in his 40’s and old 
at 60. Now he is young at 40, middle- 
aged at 60 and he never grows old. The 
middle-aged physician of today feels 
much like one who, in a dream, bought 
a ticket for a ride on “The Olde Mill.” 
He discovered too late that he had 
embarked instead on the hazardous 
round of the “Jack Rabbit.” 

He can recall with nostalgia the era 
of the home-made mustard plaster, 
Dover’s powder, rhubarb and _ soda, 
Brown’s mixture and elixir of iron, 
quinine, and strychnine, which, when 


mixed with a generous portion of 
healthy patient-confidence, cured 80 


per cent of the common ills. 

Neither the patient nor the physician 
would want to return to those “good 
old days” when mankind was ravaged 
by tuberculosis, pneumonia, scarlet fe- 
ver, diphtheria, carbuncles, and boils. 
Those were the days when the diseases 
were many, the drugs few. Now the 
situation is reversing itself: many of 
these diseases are rarely seen or even 
extinct, but the drugs are legion. 

To be convinced one need only make 
a list of the new preparations that cross 





EDITORIAL 


the physician’s desk in one week. lif 
they all do what the brochure promises, 
we should be out of business in six 
months. Time was when a little blue 
book called “Useful Drugs” was the 
physician’s therapeutic armamentari- 
um. Today each drug company pub- 
lishes a bound volume of its prepara- 
tions. Such a complete therapeutic 
guide would occupy as much space as 
the Harvard Classics. 

It has long been recognized that the 
successful lawyer cannot know all the 
law, but he knows where to find the 
solution to his particular problem. 
Medicine has become so complex and 
comprehensive that no one physician 
can grasp it all, let alone apply it. For 
that reason, specialization has become 
an accepted practice. The general prac- 
titioner has formed his own specialty. 
And why not? In point of time, did he 
not have the first specialty ? 

The drug companies too have turned 
to specialization. There are hematinics 
for the pediatrician, estrogens for the 
gynecologist, antibiotics for the urolo- 
gist, vitamins for the geriatrician, and 
laxatives and hypnotics for every one. 
Our bewildered middle-aged physician 
must consult the appropriate specialist 
to determine the proper preparation 
and dosage to use. Wasn't it simpler to 
scale the dosage according to the old 
formula of age over 12 plus the age? 

On the subject of physical diagnosis, 
he is even more perplexed. Armed with 
a flashlight, manometer, stethoscope, 
and his sixth sense—namely his experi- 
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ence—he did a creditable job of doctor- 
ing for many years. Now he finds ar- 
rayed against him the encephalograph, 
the electrocardiograph, the cystoscope, 
the bronchoscope, and the sigmoido- 
scope—a veritable assembly line of di- 
agnostic gadgets. Even with such form- 
idable aids to explore the interior of the 
body, he is forced to admit to himself 
that some of his patients are neurotics. 
But dare he admit this to the patient? 
He decides it is better to tell him he is 
a psychosomatic problem, and so he 
suggests a psychiatrist. Papers and mag- 
azines are playing up psychosomatic 
medicine ; every one has heard of it. 

While our middle-aged physician has 
been struggling to keep his head above 
water, what have all these changes 
been doing for the patient? He, in the 
meantime, has been reading about how 
he should respond to health and to dis- 
ease, in a constant stream of medical 
misinformation that bombards him 
from press, radio, and television. 

All this new knowledge is generat- 
ing doubts and suspicions in his mind. 
Perhaps the doctor does not know 
what is wrong with him; maybe he 
hasn't told him everything. Didn’t last 
night’s television program assure him 
that six leading New York doctors 
knew how to break the laxative habit ? 
It was as simple as all that. Maybe he 
just had tired blood. If his physician 
would only back up his claims by state- 
ments from four leading specialists, he 
and his family would be satisfied. 

And so the object of our sympathies 
wonders where that patient-confidence, 
that patient-trust have gone when he 
is asked such questions as these: ““Have 
you heard of the sex hormones as a 
cure for cancer?” or “Do you think 
hyaluronidase (he can’t even pro- 
nounce the word) will save me from 
an operation for kidney stone?” or 
“Where can my father receive radio- 
active isotope treatment ?” 

This physician has tried to keep 
abreast of medical progress, but it ap- 
pears that while he has been traveling 
on an internal combustion power plant, 
the rest of the world has shifted to jet 
propulsion. 








As long as he can remember, the 
physician has taken for granted the 
principle that man develops and_ be- 
comes a mature personality by virtue 
of two forces struggling for mastery— 
heredity and environment. Roughly, in- 
heritance is that something working 
from within while environment repre- 
sents those external forces with which 
the personality comes in contact. 

But medicine, through the physiolog- 
ical chemist and the biologist, has de- 
veloped a new concept of environment. 
The knowledge acquired through the 
study of electrolytes, such as sodium, 
potassium, magnesium, calcium, and 
carbon dioxide, with precise measuring 
exchanges based on equivalence has 
created a new internal environment 
more significant in the development 
and function of the human organism 
than the old external force. This is no 
new concept, for Claude Bernard pre- 
sented this theory to the world about 
the middle of the last century as the 
Internal Milieu. 

The theory of evolution must be re- 
written to conform to the development 
of the human kidney from its early 
stages. Man is what he is now in health 
and disease because of his internal en- 
vironment and his body fluids, both 
intra and extra cellular. As the kidney 
is able to maintain electrolytic balance 
in and outside his body cells, just that 
long is man able to survive. This 
means, to the middle-aged physician, 
that living is becoming more compli- 
cated and dying can be so easy. He feels 
his responsibility more than ever and 
wonders how he will be able to meet it. 

And so he looks to the geriatrician 
and the gerontologist for help. They are 
finding ways and means of adapting 
the aging population to modern times, 
to a world that seems to be made by 
and for the younger generation. May- 
be the medical profession at large will 
lend a sympathetic ear to the middle- 
aged physician. It is too late for him to 
begin again and he is too young and 
vigorous to retire. 

Ravpu P. Beatty, M.D. 
Uniontown, Pennsylvania 
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Anti-inflammatory and anti-infective 
management of dermatologic conditions 


topical ointment 


brand of oxytetracycline 


Pfizer 








hydrochloride 


because local anti-infective action is so often essential 


in combating superimposed secondary infection... 


because anti-inflammatory action is so often essential for 


rapid symptomatic relief during anti-infective therapy... 


This exclusive product contains the most consistently 
effective, anti-inflammatory hormone, CORTRIL—with 
the widely accepted, broad-spectrum antibiotic, TERRAMYCIN— 


in an elegant, easily applied ointment base. 


supplied: 2-oz. tubes; 10 mg. corTRIL (hydrocortisone) and 
30 mg. TERRAMYCIN (oxytetracycline hydrochloride) per Gm. 


Division, Chas. Pfizer & Co., Inc. 
Brooklyn 6, New York 





Symposium On Protein Metabolism 
Nutrition Symposium Series, No. 8, March, 


1954. The National Vitamin Foundation, 

15 East 58th Street, New York 22, New 

York. 177 pages. $1.50. 
This book comprises the proceedings of a 
symposium held at the University of Toronto, 
October 30, 1953. Contributions by A. E. 
Axelrod, J. R. Beaton, Paul R. eed 
Bacon F. Chow, Laurence E. Frazier, O. 
Gaebler, Randolph H. Hughes, Ruth w 
Leverton, Herbert Pollack and J. Pruzan- 
sky, discuss the roles of vitamin Be and of 
riboflavin in protein metabolism; the inter- 
relation of vitamin Bie, steroids and proteins ; 
the roles of certain vitamins in antibody for- 
mation; the effects of growth hormone on 
protein metabolism; the amino acid require- 
ments of man; factors influencing amino acid 
utilization in tissue protein synthesis, and of 
amino acids and proteins in therapy. 

The symposium provides a concise review 
of current work and opinion on amino acid 
and protein metabolism. Of particular in- 
terest to the practitioner of medicine are 
the discussions of the importance of readily 
available sources of energy for protein an- 
abolism and of the influence of various 
nutrients upon the availability of energy; of 
the essentiality of the so-called “nonessential” 
amino acids and of the importance of the 
time-factor in feeding to the efficiency of 
amino acid and protein utilization; and of the 
practical problems and techniques involved in 
amino acid and protein therapy. 

NorMAN Jo.uirre, M.D. 
New York City 
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Proceedings of the Annual Meeting. 
Council for High Blood Pressure 
Research 


American Heart Association, 1954. New 
York: American Heart Association. 94 
pages. $2.00. 

This little volume contains five scientific 


reports of investigations in arterial hyper- 
tensive disease presented in Cleveland May 
15-16, 1953. The discussions include: (1) 
The Anterior Pituitary and Adrenal Cortex 
in Experimental Hypertension by R. W. 
Sevy, Ph.D., (2) The Role of Renin in Ex- 
perimental Hypertensive Vascular Disease 
by Georges M. C. Masson, Ph.D., (3) Salt- 
Water Balance and Blood Pressure by Simon 
Rodbard, M.D., (4) Changing Patterns of 
Sodium Metabolism in Hypertension by D. 
M. Green, M.D., and (5) Electrolyte Par- 
ticipation in Human Hypertension by George 
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Book Reviews 


A. Perera, M.D. Each paper is followed by 
abstracts of the discussion. 

The material is of profound interest to 
those active in research into the etiology and 
pathogenesis of hypertensive arterial disease. 
The reports are comprehensive, well-docu- 
mented and significant stepping stones along 
the long and difficult path toward fuller un- 
derstanding of this immensely important dis- 
order. Vascular disease, including both 
hypertensive arterial disease and arterio- 
sclerosis with its many and variable conse- 
quences, is the number one problem of 
geriatric medicine. Such basic researches as 
these reported here are the foundations upon 
which will ultimately arise clinical therapies 
effective in prevention and control and re- 
tardation of this progressive disease. As yet 
it is impossible to draw definite clinical 
implications from these experimental data. 

Epwarp J. Stieciitz, M.D. 
Washington, D. C. 
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Courage Is The Key 


— by Alexander Klein, 1953. New 
York: Twayne Publishers. 287 pages. $3.75. 
This is a splendid little book, filled with 
stories of persons who have triumphed over 
handicaps of various kinds. It would be 
an excellent gift for someone in a hospital, 
fighting his way back to health. For in- 
stance, there is the story of a doctor, living 
in an iron lung, but still practicing medicine. 
There are stories of blind people who are 
still working usefully. There are stories of 
alcoholics, narcotic addicts, mental patients, 
and psychoneurotics, who have won out 
against overwhelming odds. The stories are 
told by some of the top-flight writers in the 
United States, such as Paul de Kruif, Paul 
Gallico, Dorothy Canfield Fisher, and James 

R. Ullman. 
WALTER C. ALVAREZ, M.D. 


e 
The Mature Heart: Meditations for 


the Mature Years 


Helen B. Emmons, 
Abingdon-Cokesbury 
$3.50. 


1953. 
Press. 


New York: 
160 pages. 


Many books have appeared containing for 
each day of the year a page of inspirational 
material gathered from many sources. 
Among them, this book is outstanding in 
subject and content. Mrs. Emmons _ has 
chosen her material with great wisdom, 
after much reading. 

Watter C. ALvAREz, M.D. 











ILIDAR 


new quadrergic vasodilating agent 


for vasospastic disorders characterized by aching, 
numbness, coldness and blanching of the extremities 























ILIDAR is a completely new synthetic vasodilator with quadrergic 
action; its vasodilating effect is the result of four distinct phar- 
macologic actions: (1) Sympatholytic—HIlidar blocks the vaso- 
constrictor response to peripheral sympathetic nerve stimulation; 
(2) Adrenolytic—it blocks the vasoconstrictor effects of epinephrine 
and norepinephrine; (3) Epinephrine Reversal—TIlidar unmasks 
the latent dilator response to circulating epinephrine in skeletal 
muscle and skin, converting the constrictor response to vasodilation; 
(4) Direct Vasodilation. 


INDICATED in vascular diseases in which vasospasm is an important 
component, e.g., Raynaud’s Disease, thromboangiitis obliterans, 
arteriosclerosis obliterans, endarteritis, post-phlebitic syndrome, etc. 


DOSAGE, ORAL, 25 mg t.i.d., gradually increased to tolerance 
(average, 200 mg daily). 


CAUTION is recommended in using [lidar in the presence of asthma, 
coronary disease and peptic ulcer. Postural hypotension may 
result from overdosage. 


ILIDAR (phosphate) Tablets, 25 mg. Bottles of 100 and 500. 
ILIDAR®~—brand of azapetine (6-allyl-6,7-dihydro-5H-dibenz [c,e] azepine) 


HOFFMANN-LA ROCHE INC + ROCHE PARK e« NUTLEY 10 + NEW JERSEY 





Ouestions 


and Answers 


Question: A 61-year-old patient had 
syringomyelia diagnosed about fifteen 
years ago and some five years later was 
given a course of radiotherapy. This 
treatment seemed to delay the process, 
but for the last two or three years prog- 
ress has been noted again, involving 
chiefly the small muscles of the hands. 
May radiotherapy be repeated ? 
M. D., New York 
Answer: Radiotherapy may be re- 
peated, but whether the process will 
be arrested is impossible to predict. 
Because of the excellent result before, 
good effects can be expected again. 
I know of no untoward reactions. 
At present no treatment other than 
radiotherapy is known for this con- 
dition. Occasionally, if the cord is 
sufficiently enlarged to produce pres- 
sure symptoms, surgery can be done 
and cord cavity evacuated to relieve 
pressure. Such treatment is fairly 
radical and should not be considered 
until radiotherapy has been tried and 
proof of spinal block established. 
e 


Question: Are thyroid pills, 2 and 3 
gr. daily, contraindicated in a 52-year- 
old woman with a small active tuber- 
culous lesion in the apex? The lesion is 
slowly undergoing fibrosis. Her basal 
metabolic rate, -22 and -35, probably 
causes some of her symptoms of weak- 
ness and tiredness. 


M. D., Iowa 


Answer: Thyroid extract, 2 or 3 gr. 
daily, should do no harm. Generally 
persons with active tuberculosis who 
have coexisting nontuberculous con- 
ditions should have the latter ail- 


ments treated in the usual manner. 
The one exception may be the use 
of cortisone and ACTH. 
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Readers are invited to submi questions on 
the clinical problems of geriatrics. All 
questions received will be answered by 
letser and selected questions will be pub- 
lished. Address inquiries to Editorial 
Department, Geriatrics, 84 South Tenth 
Street, Minneapolis 3, Minnesota. 





Question: What medical method will 
prevent an erection from occurring at 
any time in a 61-year-old patient ? What 
simple surgical procedure can be used 
to prevent an erection permanently ? 
M. D., Connecticut 


Answer: No sure medical method of 
preventing an erection is known. 
Older men often have erections by a 
reflex mechanism when the bladder 
fills at night, and probably the only 
means of prevention is removal of 
the prostate when indicated. 

Estrogens may be worth while. 
However, any resultant hypertrophy 
of the breasts may annoy the patient 
more than the original condition. A 
suggested trial dose is 5 mg. of stil- 
bestrol at bedtime. If the desired 
effect occurs in a few weeks, dosage 
may be reduced gradually until mini- 
mum effective dose is found. 


Question: Is sciatica a symptom? 
Could a fan blowing at the foot of the 
bed be the cause? Is pain usually greater 
when sitting and less when standing 
and walking? Laboratory findings and 
roentgenograms are negative, and 1,000 
mg. of By, Bs, and thiamine are of 
negligible value. 


M. D., New York 


Answer: Sciatica is a symptom and is 
usually caused by a herniated in- 
travertebral disk. Exposure to cold 
weather is not apt to produce sciatica. 
Often pain is relieved by standing 
and walking and intensified by sit- 
ting. Large doses of vitamin By, or 
B, do not help. Negative results of 
laboratory studies are the rule. Spi- 
nal myelography is necessary. 
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vaginal estrogen therapy 





A note from-the Doctor 
who prescribes: 


“CLIMB STAIRS SLOWLY” 


when he’d like to say: 


“DON'T CLIMB STAIRS” 


SHEPARD 
HomeLIFT 











SHEPARD |¥ 
EscaL.lFT " 





Why let your patients gamble with stair climb- 
ing? The Shepard HomeLiFT, the quality residence 
elevator, or EscaliFT, a residence stair climber, 
costs less than a medium priced automobile. 
Both are designed for persons who cannot or 
should not climb stairs. Safe—easy to install 
—simple to operate—no special wiring required. 
Gives patients greater freedom. Ends stair 
climbing drudgery. Write for complete literature. 


‘‘Manufacturers of high-speed passenger 
elevators for commercial buildings” 


SHEPARD 


Etta, © rR S 


THE SHEPARD ELEVATOR CO. 
5013 Brotherton Road, Cincinnati 9, Ohio 












NEWS 


from Our Advertzsers 





New Combination Package 
of Vagisol 

Availability of a new combination pack- 
age of Vagisol suppositories has just been 
made by Smith-Dorsey, Lincoln, Nebras- 
ka, a division of The Wander Company. 

This new package consists of 36 capsule- 
shaped Vagisol suppositories and a special 
plastic applicator. The applicator has been 
designed to permit proper deposition of the 
suppository high in the vaginal vault. 
Proper placement of the suppository, often 
impossible digitally, is conducive to better 
therapeutic results in trichomonas vaginitis 
and in nonspecific vaginitis, because the 
entire vaginal mucosa is placed in contact 
with the active ingredients of the supposi- 
tory as it disintegrates. 

The new combination package provides 
sufficient medication for an 18-day course 
of therapy, since one suppository is insert- 
ed intravaginally morning and night. 


SKF House Honored for 
Medical TV Programs 

For “pioneering use of television in bet- 
tering the health of the nation,” the Amer- 
ican Medical Association awarded a special 
citation to the Philadelphia pharmaceutical 
house, Smith, Kline & French Labora- 
tories. 

In a presentation ceremony in San Fran- 
cisco, June 24, on the fourth day of the 
AMA’s annual meeting at the House of 
Delegates, Dr. Walter B. Martin, Nor- 
folk, Va., new president of the American 


Medical Association, conferred this cita- 


tion inscribed on a plaque upon Francis 
Boyer, president of Smith, Kline & French. 

“The American Medical Association 
takes pleasure in presenting this citation 
to Smith, Kline & French Laboratories for 
its pioneering use of television in better- 
ing the health of the nation. 

“Through your ‘March of Medicine’ 
programs, you have portrayed to the public 
the vital role of the doctor—both in the 
research laboratory and in his treatment of 
the sick.” 
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Deiphicol 


Choline — Methionine —Inositol —Folic Acid—Vitamin B,, Lederle 
CAPSULES 
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FOR ORAL LIPOTROPIC THERAPY 


DELPHICOL is of proven value as a lipotropic agent in 
the treatment of fatty cirrhosis of the liver resulting from 
choline deficiency. Adjuvant use of INTRAHEPTOL* Liver 
Concentrate Lederle has been found definitely beneficial, 
in conjunction with a high-protein, high-vitamin diet. 


DELPHICOL Capsules contain: Choline Bitartrate, 350 
mg.; dl-Methionine, 190 mg.; Inositol, 38 mg.; Folic 
Acid, 0.2 mg.; and Vitamin By, 2 micrograms 
(as present in concentrated extractives from strepto- 
myces fermentation). 


DELPHICOL Tricholine Citrate with Methionine, an 
aqueous solution of tricholine citrate, 12 %, and 
Methionine, 3 %, is also available. 


DELPHICOL Capsules are supplied in bottles of 100 and 
1,000; DELPHICOL Tricholine Citrate with Methionine in 
16 fluid ounce bottles; INTRAHEPTOL in 10 cc. vials. 


LEDERLE LABORATORIES DIVISION 


AMERICAN Ganamid COMPANY 


Pearl River, New York 
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PROTEIN INSURANCE 


WITH 


NOX GELATINE DRINK 





Try Knox Gelatine on your worst 
cases. The added protein value of Knox 
Gelatine will give you qualitative and 
quantitative protection to your patient’s 
dietaries in those amino acids most spe- 
cial diets require. Many years of wide 
medical recommendation have demon- 
strated its usefulness and value to the 
medical profession. 


Up to 60 grams of Knox Gelatine in 
the concentrated protein drink have 
been administered daily! with satisfac- 
tory results. It adds 25% glycine and 7 
out of 8 essential amino acids as well as 
other accepted aminos. Low in sodium, 
it has a pH of 6.2-6.4, is pure protein 
and has no sugar or flavoring. 


How to Administer Knox Gelatine Drink 


Instruct the patient to pour one envelope of Knox Gelatine (7 grams — 28 calories) 
into a % glass of unsweetened fruit juice or water, not iced; let the liquid absorb 
the gelatine, stir briskly and drink at once. If it thickens, add more liquid and stir 
again. Two envelopes or more a day are average minimal doses. 


For your patient’s protection, be sure you specify KNOX so that the patient does 
not mistakenly get ordinary flavored gelatin dessert powders, which are 85% sugar. 


WRITE TO KNOX GELATINE, JOHNSTOWN, NEW | 


YORK, FOR SPECIAL DiET BOOKLETS 


1. Reich, C., and Mulinos, M. G., Treatment of Re- 
fractory Nutritional Anemias with Gelatine. Bull. 


N.Y. Med. Coll., March, 1953 
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AVAILABLE AT GROCERY STORES IN 4-ENVELOPE FAMILY 
SIZE AND 32-ENVELOPE ECONOMY SIZE PACKAGES. 
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Effectively 


mannitol hexanitrate exerts 
vasodilator action and 
persistent relaxation of 
smooth muscle 





New and Nonofficial Remedies: A.M.A. Council on 
Pharmacy and Chemistry, J. B. Lippincott, p. 243, 1958. 
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| fewer side effects 
| with mannitol hexanitrate 
... greater percentage fall 
in blood pressure 


N. Y. Physician 31:20 (Jan.) 1949, 





Economically - | 


combined medication 
that provides simultaneously: 
vasodilatation (mannitol hexanitrate) 
diuresis (theophylline) 
sedation (phenobarbital) 
_ capillary protection (ascorbic acid + rutin) 









Fe os 


BRINGS THE PRESSURE DOWN SLOWLY \| [/ SAFELY 


X 


Complete Medication for the Hypertensive 


Each Semhyten Capsule contains: Phenobarbital..14 gr.(15 mg.) 
Mannitol Hexanitrate....14 gr. (30 mg.) Rutin o........ cc ee 10 mg. 
Theophylline ................ 1% gr. (0.1Gm.) Ascorbic Acid ............... 15 mg. 


ILY Supplied: In bottles of 100, 500 and 1000 pink-top capsules. 


The S. E. MASSENGILL Company » Bristol, Tennessee 








A vital aid in reducing surgical risk is now 
at the disposal of every hospital, large and 
small. Blood volume studies by the Evans 
Blue technic require neither elaborate fa- 
cilities nor highly trained specialists. The 
notion that only major institutions can run 
the test “is a completely false assumption,” 
according to experience in a small South- 
ern hospital. 


“Readily mastered by the average techni- 
cian,”” the Evans Blue technic permits a 
far more reliable evaluation of actual blood 


Evans Blue®& 


For the smaller hospital—an “enormous advance” 


WARNER-CHILCOTT 


deficits than is possible with older meth- 
ods.*:* Blood transfusions can be given 
exactly when needed, and in the exact 
amounts needed. 


The range of surgery has thus been vastly 
extended. Procedures which once seemed 
daring can now be performed — even in 
older patients — without fear of surgical or 
postoperative shock.1:* 

1. Parsons, W. H., et al.: Ann. Surg. 135:791 (June) 1952. 
2. Whiting, J. A., and Hotz, R.: Surg., Gynec. & Obst. 
97:709 (Dec.) 1953. 3. Beling, C. A., et al.: Geriatrics 


7:179 (May-June) 1952. 4. Barbour, C. M., Jr., and Ten- 
nant, R.: J. Urol. 71:497 (April) 1954. 


5.0 cc. ampuls—No 
weighing or calibra- 
tion required. A vail- 
Gbhle at leading 
laboratory supply 
houses. Literature 
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(T-1824) 


sent on request. 


NEW YORK 














TEMPORARY 
EASEMENT 


with repeated drying out 

of the skin result from 
rapidly evaporating rubs, 
which also make skin 
susceptible to cracking and 
soreness. 


1000 CC. HzO 
1 CC. ALCOHOL 


Due to the marked affinity 
of alcohol for moisture, the 
contents of the 1 cc. 

pipette above, added to the 
1000 cc. of water, will be 
immediately dispersed 
through it. THUS alcohol 
tends to remove the natural 
moisture of the skin when 
applied to it. 


YOU CAN TEST 


u 


Positive Protection 


by lubrication follows routine use of DERMASSAGE— 
lotion type rub with germicidal hexachlorophene, 
oxyquinoline and other therapeutic values. 
DERMASSAGE enhances the benefits of massage and of 
routine body rubs, reduces bed sores and bed chafe 

. to rare instances 


MATERNAL MORTALITY? Steadily declining. 
SEVERE SURGICAL SHOCK? Frequency greatly reduced. 


BED SORES? Where DERMASSAGE therapeutic lotion rubs are 
routine, practically a closed chapter in medical and nursing history. 


Even the vexation of minor sheet burns is reduced to the vanishing 
point in the overwhelming number of cases where DERMASSAGE 
care has been adopted. 


The reason for success of this method is as inescapable as most 
other scientific truths, once established: skin chafing and bed sores 
can be prevented in nearly every case by regular application of a 
softening, emollient rub—especially one which also reduces risk of 
infection . . . DERMASSAGE not only avoids the skin drying 
effects of earlier rubs, but gives positive protection against chafing 
and soreness. 


Have you adopted the skin care which 
defeats bed sores before they develop? 


ermassage 





DERMASSAGE 


to your unqualified 
satisfaction without 
cost. 


EDISON CHEMICAL CO. 
30 W. Washington, Chicago 2 


Please send me, without obligation, your Professional 
Sample of DERMASSAGE. 
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EACH GEVRAL CAPSULE CONTAINS: 
Vitamin A 5000 U.S to Thiamine Hydrochloride (Bi). ..5.0 me. Pyridoxine Hydrochloride (Be). .0.5 mg. 
) ) Piny 
a ) (500% MDR) Ca Pantothenate...... 5.0 mg. 


Vitamin D 500 U.S.P. Units 
(125% MDR) 


Vitamin Bie 1.0 microgram Niacinamide. 15.0 mg. Inositol... ...... P 50.0 mg. 


as present in concentrated extractives 
from streptomyces fermentation Folic Acid........ .1.0 mg. Ascorbic Acid (C) 50.0 mg. (166% MDR) 


Riboflavin (Bz) 5.0 mg. (250% MDR) Choline Dihydrogen Citrate. . 100.0 mg. 
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“’'m no Rembrandt, but...” 


Life can be well worth living in the later years, if due regard 
is given to the altered nutritional requirements of the 

aging patient. Lederle’s geriatric products, selected to 

meet the individual need, provide a convenient means of 
supplementing the diet, adding “‘more life to years. . . 

more years to life.”’ 


Vitamin-Mineral Supplement Capsules 
Vitamin-Mineral Supplement Liquid 


Vitamin-Mineral Protein Supplement Powder 


Vitamin-Mineral-Hormones Capsules 


the complete ¢« line 


*Reg. U.S. Pat. Off. 


LEDERLE LABORATORIES DIVISION 


AMERICAN Granamid COMPANY PEARL RIVER, NEW YORK 








(Continued) 


Vitamin E ve Phosphorus (CaHPO,). . 110.0 mg Magnesium (MgO) 1.0 mg 
(tocopheryl acetates)......10.0 Units (14.6% MDR) 
Rutin ones - 25,0 mg Boron (Na2ByO. 10H207) 0.1 mg Potassium (K2SO4) ; 5.0 mg. 
Iron (FeSO4)..10.0 mg. (100% MDR) paeeaan d Ved ae ‘ i . 

. Cc he ey ee Peer .O mg. Z AnO : 0.5 mez. 
Iodine (KI) 0.5 mg. (500% MDR) ravi sigh ee eee gi 
Calcium (CaHPO,)........ 145.0 mg. Fluorine (CaF2).........++... 0.1 mg. MDR—Minimum daily requirement 

(19% MDR) Manganese (MnOz2)...........1.0 mg. for adults. 
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always in season 


Sprains and strains. . 
Soreness and stiffness of muscles... 


Neuralgia, arthralgia and kindred 
rheumatic pains... 


Irritations and eruptions of the skin.. 


OD ES Xs 


cum Methyl Salicylate 


combinesthestimulating and metabolic effects 
of iodine in Iodex and the analgesic action 
of methyl salicylate. Skin absorption may be 
aided by massage, heat or iontophoresis. 











Samples and literature will be sent upon request. 


MENLEY & JAMES, LTD., 70 west 4otH st., N. Y. 18 
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A New Dietary Management for 


 CONSTIPATED ELDERLY 


A bowel content modifier that softens dry, hard stools by 
dietary means without side effects.’ Acts by promoting an 
abundant fermentative bacteria in the colon, thus producing 
soft, easily evacuated stools. Retards growth of putrefactive 
. organisms. By maintaining a favorable intestinal flora, Malt 
Specially processed malt extract Soup Extract provides corrective therapy for the colon, too! 
neutralized with potassium carb- 
onate. In 8 oz. and 16 oz. bottles. 
1. Cass, L. J. and Frederik, W. S.: Malt 


soe Extrect as ¢ Bowel Content = gs gay BORCHERDT MALT EXTRACT CO. 


Modifier in Geriatric Constipation. 
Journal-Lancet, 73:414 (Oct.) 1953, Sample 217 N. Wolcott Ave. e Chicago 12, Ill, 





DOSE: 2 tablespoonfuls b.i.d. until stools are soft 
(may take several days), then 1 or 2 Tbs. at bedtime. 
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Now, even seriously ill patients can easily 


be given nutritional support equal to ‘‘three square meals a day,” 


dramatically hastening recovery and shortening convalescence. 








A 24-hour “diet” of 900 Gm. of Sustagen 
meets or exceeds the therapeutic nutri- 
tional recommendations of the Food 
and Nutrition Board of the National 
Research Council.* 









ry 
FINE sec ccceeses oe 
Me vcccccceseseces 
Carbohydrate. ...........008 
Vitamins and Minerals 
ME he cvcvescetncceed 
Vitamin D....... i 
Ascorbic acid.... mg. 
Thiamine hydrochloride 10 mg. 
Riboflavin. ...... 10 mg. 
Niacinamide..... 00 mg. 
Calcium pantothenate. . . 40 mg. 
Pyridoxine hydrochloride....... 5 mg. 
Choline bitartrate........... 500 mg. 
ep OE re 2.5 mg. 
WR Rs occ vcccscecceseed 4 mcg. 
(crystalline) 
abe Se0scndesseenbecceces 15 mg. 
(from ferrous sulfate) 

GRD, «2 cocscssvccsoscasd 6.3 Gm. 
Phosphorus . 
Sodium... 





Potassium. . 


Dilution for tube feeding 

1 cup Sustagen to 10 oz. water 
Dilution for oral feeding 

} cup Sustagen to 8 oz. water 








*Therapeutic Nutrition, Publication No. 234, 
i i. 


National Research Council. 


the complete nutriment for tube and oral feeding 


Reports of steady weight gains with patients fed Sustagen’ 


exclusively for more than 90 days attest its nutritional com- 
pleteness. 


With Mead's Tube Feeding Set, using plastic tubing half the 
size of the smallest rubber tubing, Sustagen is easily ad- 
ministered without discomfort to your patients. The prob- 
lems of diarrhea, cramps and nausea so long associated with 
tube feeding are virtually eliminated with Sustagen. 

Sustagen also makes possible more complete nutrition for 
many patients for whom parenteral alimentation was hereto- 
fore the only practical and effective means available. 


Sustagen mixes easily with water to make a delicious 
therapeutic food drink for your patients on liquid or restricted 
diets, underweight or undernourished persons, and when 
tube feeding is discontinued. 

Available through drug stores in 1-lb. and 2%-lb. cans, 
and to hospitals in 5-lb. cans. 


' MEAD) MEAD JOHNSON & COMPANY, EVANSVILLE, INDIANA, U.S. A. 


































Myocardial Infarction 
with Severe Shock: 


RESPONSE TO LEVOPHED (RECOVERY) 


BLOOD PRESSURE 
mm. Hg 


if 
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jain leer ee ae oa 
180 rath) 220 
TIME IN MINUTES 





“...in correcting the state of shock we have enabled cer- 
tain patients to recover from the initial episode, which 
otherwise gave every indication of culminating in death,” 


Levophed infusion causes a striking rise in oxygen tension in areas of myocardial 
ischemia produced by coronary obstruction. “It is therefore reasonable to suppose 
that the restoration of arterial pressure to a level consistent with an adequate 
coronary flow must limit the size of the infarct, save healthy myocardium, shorten 
the period of shock, and lessen the likelihood of congestive failure at a later date,’’$ 


“Severe cardiogenic shock demands 


2 ° | 
therapy...the most efficacious meth- RUZ 
od of treatment now available is use WINTHROP 
of vasopressor drugs.”4 “Current \ 


usage favors nor-epinephrine.’”* 





he € VY Oi 
References: BITARTRATE 
1, Kurland, G. $., and Malach, Monte: New England . 
Jour. Med., 247:383, Sept. 11, 1952. Brand of Levarterenol bitartrate 


2. Sayen, J. J., et al.: Jour. Clin. Investigation, TT 
31:658, June, 1952. _— 

3. Gilchrist, A.R.: Brit. Med. Jour.,2:351, Aug.16,1952. 

4 Miller,A.J.,etal.:J.A.M.A.,152:1198, July 25,1953. 


S. Levine, H. D., and Levine, S, A.: Med. Clin. North 
America, 37:955, July, 1953. 





WINTH ROP-STEARNS INC. Supplied: Levophed bitartrate solution 0.2 per cent (equivalent to 


: 0.1 per cent base), ampuls of 4 cc., boxes of 10. (Each 4 cc. to be 
New York 18, N. Y. * Windsor, Ont. administered in 1000 cc. of 5 per cent dextrose.) 
levophed, trademark reg. U.S. Pat. Off. 


Ces eect 


PON es esi Fs 


zy itary 
bah gakuen 
ae? ae BY tnd 
oS Haste SE 


o fer? 


AGING CHANGES THE BONE PICTURE 
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Femur, fracture, oblique, upper third. 


Healing of fractures is often delayed in the aging patient because im- 
paired osteoblastic activity due to declining sex hormone function causes 
the bone matrix to atrophy. Note incomplete union of fracture (fig. 1) 
in patient with postmenopausal osteoporosis, in contrast with normal 
union (fig. 2) when a proper ratio exists between osteoblastic and osteo- 
clastic activity. 


According to Reifenstein, some degree of osteoporosis is almost “physio- 
logic” after menopause, and clinical osteoporosis may be found in about 
10 per cent of women over 50 years of age. With combined estrogen- 
androgen therapy given over extended periods, the prognosis for bone 
recalcification is good. This investigator also points out that “older 
women with fractures, particularly of the hip, respond especially well.”* 


Combining both estrogen and androgen, “Premarin” with Methyltestos- 
terone provides a dual approach for maximum efficiency in treating 
osteoporosis. A brochure outlining full details of therapy is available at 
your request. 


°Reifenstein, E. C., Jr., in Harrison, T. R.: eg of 
Internal Medicine, Philadelphia, The Biakiston Company, 1950, p. 655. 


“Premarin” with Methyltestosterone is supplied in two potencies: the yellow 
tablet (No. 879) contains 1.25 mg. of conjugated estrogens equine and 10 mg. 
of methyltestosterone; the red tablet (No. 878) contains 0.625 mg. and 5 mg. 
respectively. Both potencies are available in bottles of 100 and 1,000 tablets. 


“PREMARIN. with METHYLTESTOSTERONE 


for combined estrogen-androgen therapy 


Ayerst Laboratories, New York, N. Y. * Montreal, Canada 8 
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